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PERINEAL PROSTATECTOMY, THE OPERATION OF CHOICE.* 
ALEXANDER H. Frereuson, M.D. 
CHICAGO. 


Many reasons may be adduced in favor of perineal prostatectom) 
versus suprapubic. In the first place, the prostate is situated external to 
the bladder and is closer to the perineal skin than it is to the anterior 
abdominal wall. While the bladder may occasionally be injured in remov- 
ing the pedunculated middle lobe through the perineum, the injury is 
slight as compared to that in suprapubic prostatectomy, where the bladder 
is invariably injured anteriorly as well as interiorly. The removal of the 
prostate gland in all cases where elevations of prostatic tissue ex- 
tend upward and carry the bladder over them, and where the gland 
itself is laterally enlarged, is executed perineally without any encroach- 
ment on the bladder whatever. 

Speaking of injury to the bladder, I must say that suprapubic prosta- 
tectomy invariably results in the permanent fixation of the bladder above 
the pubis, a condition certainly not beneficial to that viscus in aiding or 
improving its contractility or general usefulness. Is it possible that 
the great amount of insult inflicted on the bladder in reaching the pros- 
tate suprapubically is borne with impunity? Is it not reasonable to 
attribute the great shock following suprapubic prostatectomy to the trau- 
matism of the bladder and to hemorrhage? Is not censure invited by 
traversing a septic viscus twice? ‘The technic of the suprapubic route 
usually removes the prostatic urethra entirely, blindly destroys the ejacu- 
latory ducts, tears away at least a portion of the membranous urethra, 
and leaves a raw cavity, from which these structures have been evulsed 
and which were then ready to be filled with septic material from the 
bladder which cannot properly be drained without opening the perineum. 

Extravasation of urine sometimes takes place into the prevesical and 
subvesical spaces, though a preliminary operation guards somewhat against 
the former. Operators who choose the hypogastric operation are tiring of 


“® Read before the Section on Surgery of the Illinois State Medical Society, at 
Springfield, May 15-17, 1906 
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the complicated after treatment of their cases and are resorting to perineal 
drainage of the prostate from above. After the operator enters the blad- 
der and cuts through the mucous membrane over the prostate, the hemor- 
thage is not infrequently alarming, demanding hot water, clamps, packing 
or even suture for its control. If drainage through the perineum is called 
for, and I think it is, why not enter the perineum primarily, neatly and 
safely enucleate the prostate, or, if difficult to turn out, use the cutting 
forceps and remove it piecemeal, thus eliminating all the above-mentioned 
dangers? 

The perineal operation requires more skill, knowledge and dexterity 
than the suprapubic. One surgeon told me that on account of the large 
size of his fingers, it was a physical impossibility for him to remove the 
prostate through the perineum without undue traumatism. The operator 
with long fingers has the advantage over the one with short fingers, in 
reaching the prostate nodules situated high up. The latter has to resort 
frequently to the use of intra-vesical instruments to pull the prostate 
down to aid in its enucleation or extraction. 


In looking over the literature, it is remarkable to note the few cases 
that die from different kinds of septic invasion after perineal prostatec- 
tomy, and the large number, four or five times as many, that die after 
the suprapubic operation. It is my opinion that drainage, which is so 
complete after perineal prostatectomy, accounts for the small mortality 
through sepsis. Even in this advanced age of surgical technic, some 
operators would have us believe that suprapubic drainage is just as thor- 
ough as the perineal, after prostatectomy. It is only a few years ago, that 
abdominal drainage after pelvic operations was considered less dangerous 
than vaginal drainage. The results of the latter have proven to be so 
satisfactory that no surgeon now thinks of punishing his patient and 
nurse with the use of the glass pump every 15 minutes, as was done 
formerly. Drainage of the most dependent part of any septic cavity 
is a necessary practice in surgery long known and confirmed. No com- 
plete prostatectomy should, in my opinion, be performed without perineal 
drainage. 


A fact in favor of the perineal operation is that as its technic 
improves, the complications, sequelae and mortality diminish. In cases 
of long standing, with stone, cystitis and diverticula, there will be some 
instances of more or less incontinence of urine, irrespective of the opera- 
tion performed, on account of the chronic sclerosis of the neck of the 
bladder interfering with sphincter contractility. 

Mortality after prostatectomy is the subject of a paper by Drs. Tenney 
and Chase,‘ in which they accept as possibly due to the operation every 
death occurring within six weeks. I extract the following from their 
paper : 


Mortality, Mortality. 
Perineal. Suprapubic. per cent. 


1. Journal A. M. A., May 12, 1906. 
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In this table, 2,342 cases were operated on through the perineum and 
667 suprapubically. It will be seen that the average mortality by the 
perineal route is 7.9 + %. The average mortality by the supra- 
pubic operation is 13.2 + %, which is nearly twice the mortality of 
the operation through the perineum. It seems to me that if these facts 
regarding mortality were laid before every patient (and honesty demands 
it) contemplating prostatectomy, the operation selected in every case 
would be the perineal operation. It is also quite possible that by the 
time the number of suprapubic operations amount to 2,342, the rate of 
mortality would also increase. In supporting perineal prostatcetomy, no 
better argument can be used than its lower rate of mortality as compared 
to the suprapubic operation. 

M. Tuffier (Treatment de L’Hypertrophie De La Prostate, Report Au 
XV. Congress International de Medicine, 1905) believes that the supra- 
pubic operation is easier and quicker to perform than the perineal. When 
the gland is very small and the abdomen very fat, he selects the perineal 
route. He points out that the mortality is lower by the perineal 
operation. The average being 6.23 per cent. out of a total number of 
2,227 cases operated on by a large number of different operators. He 
says that renal insufficiency is the cause of death in about the same 
number of cases in both operations (35 per cent. perineal and 33 per 
cent. suprapubic). Shock is given as the cause of death, in perineal, 
17.8 per cent. and 22 per cent. suprapubic. 

Operator. No. “ases. Mortality. 
1192 6.6 


56.1 % 
= average 6.23 

Tuffier relates, that in Freyer’s last 36 cases, he lost but one (supra- 
pubic), and puts this on record as a percentage basis of 2.74 per cent., 
which is obviously incorrect, for per cent. means per 100 and not per 
36 cases. It is but fair to point out that Freyer lost 6 cases in the 
previous 64. His conclusions are as follows: The general mortality 
is about 4 per cent. in perineal prostatectomy. Re-establishment of 
spontaneous urination aril relief of vesical infection are the rule. The 
age of the patient or the lesions are not contra-indications. The rela- 
tive integrity of renal activity is necessary; the presence of all grave 
organic diseases, such as diabetes and albuminuria, increases the danger 
of shock ; the two methods have their advantages and disadvantages, and 
when combined apply themselves to special cases. The literature bearing 
on complications and sequela is not as full as one might suppose. 

Young had 50 cases (perineal) ; saved sexual power in 22, but in 
10 of these this power was impaired before operation. Rectal fistule 
resulted in 4 cases; epididymitis 6 cases; 1 had incontinence. Walker 
cited 73 cases by Freyer (suprapubic). One died of uremia: 1 of 
bronchitis ; 3 of pneumonia and 4 because of stone in the bladder. 
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McLaren had 13 cases, all perineal. One died of double pyelone- 
phritis; 5 had stone in the bladder, 3 having secondary stone and 1 
incontinence from urethral fistula. Phillips, in 199 perineal opera- 
tions collected, had 21 deaths; 9 recto-urethral fistule ; 2 secondary hem- 
orrhages ; 6 urethral fistule; 7 dribbling of urine; 1 stricture; 1 stone; 
5 epididymitis. Watson reports 245 cases, all perineal. In 2 of these 
cases the peritoneum was opened; 7 had recto-urethral fistule; 9 incon- 
tinence; 7 of these point to accidents in 22 per cent. In suprapubic 
operations, incontinence and fistule in 6 per cent. 

Escat, 410 cases (perineal), 11.3 per cent. mortality; 8 cases recto- 
fistule ; incontinence 3 per cent. 

Alberan, 66 cases (perineal), 2 deaths. Complete chronic retention 
in 34 cases before operation, 2 cases of residual urine, a few ounces after 
operation. 

Goodfellow, 73 cases (perineal), 2 deaths. One after a few hours 
and the other after 11 days, due to sepsis; no permanent fistule. Par- 
tial incontinence in several cases among men over 70 years of age. 

Murphy had only 1 death in 34 cases (perineal) and Simms only 
1 death out of 30. 

It must be remembered that owing to old age, kidney, bladder and 
other complications, prostatectomy is a major, both suprapubic and peri- 
neal. The final results of the mortality largely depend upon the extent, 
on the pathology, selection and preparation of the patients as well as 
upon the skill of the operator. 

In my own cases I had no deaths in the first series of 21. Follow- 
ing that I lost 3 cases, 1 from renal insufficiency in 48 hours. This 
was considered a very unfavorable case for any operation. Another 
patient died in 12 hours from an over dose of morphin; and a third 
succumbed on the ninth day, an unfavorable case because of old age 
and emaciation. This makes my mortality between 3 and 4 per cent. 
in 103 cases and does not include 5 deaths following prostatectomy, 
3 from carcinoma and 2 from acute tuberculosis. 

There have been no permanent fistula even in those with pus-furnishing 
bladders, which were inflamed, trabeculated and with stones, pouched or 
diverticulated. The natural tendency of the perineum is to close spon- 
taneously, but so long as pus emits, a fistula is likely to persist or to 
recur. I had two of these cases. Injury to th@rectum during an opera- 
tion is more of a blunder than an accident, and secondary rectal fistule 
are caused most frequently by rough treatment from the eighth to 
the twelfth day when granulation is profuse. This latter has occurred 
in the case of two of my patients in whom the after-treatment was not 
carried out by myself. 

I have made the statement that in uncomplicated cases of hyper- 
trophied prostate, per se, my mortality is only about 1 per cent.; but 
how many cases, owing to age, do we find without some complication ? 
Three patients were wearing urinals on account of partial in- 
continence, which was much more acceptable to them and _ their 
relatives than death. One of these, 70 years of age, accepted 
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the operation only when life became intolerable from pain due to cystitis, 
etc. Considerable sloughing, at the seat of operation, from the skin 
inward, occurred. Stone in the bladder was present in 6 cases. There 
was one man with impotence following the operation, who avers that two 
nights before the prostatectomy he proved his vigor. There was 1 case 
of stricture secondary to operation which was cured by perineal section. 
Five patients had epididymitis. One patient had unilateral (left) intra- 
and extra-nephritic abscess develop three weeks after the operation. I 
cured this by incision and drainage. 

Before closing I wish to say a few. words regarding the operation 
through the perineum. It is not always necessary to pass a grooved staff 
through the penis; a sound will do, and I have performed the operation 
without guide per vias naturales. The preferable position in which to 
hold the patient is that known as the extralithotomy position. While I 
prefer to open the membranous urethra and proceed down to the sinus 
pocularis at the point in the prostatic urethra where the ejaculatory 
ducts open (this sinus, although small in the normal, is not infrequently 
enlarged in those suffering from prostatic hypertrophy), still I have fre- 
quently removed the prostate without any injury whatever to the mem- 
branous urethra. 

After splitting the capsule laterally it is best to enucleate the lateral 
lobes first, carefully dissecting them away from the prostatic urethra 
without injuring the ejaculatory ducts. This procedure is more diffi- 
cult in some cases than in others, depending upon the fibrous attach- 
ments between the prostate and its urethra. The finger is pressed into 
the prostatic urethra and acts as a guide while these attachments are cut 
or taken away piece by piece by biting or cutting forceps. So long as the 
fibrous partition which protects the ejaculatory ducts is not torn through 
nor injured these ducts are not destroyed. When the ejaculatory ducts 
are pushed to one or both sides of the prostate and the hypertrophy 
raises into the bladder like a plateau, then I use the depressor and insert 
it into the bladder through the perineum to aid the finger in accom- 
plishing the enucleation. , 


It may be necessary to follow prostatic nodules in more than one 
direction behind the bladder, and in their removal care should be taken 
not to injure the vesical sphincter. It is not wise to tear them out 
forcibly with the finger, but rather to remove these nodules, piece by 
piece, with the biting forceps. In a certain percentage of cases the so- 
called pathologic middle lobe (and what else can we call it when it is 
in the middle), whether projecting into the bladder anteriorly or pos- 
teriorly, is followed and removed as described above when it has broad 
attachments to the lateral lobes. On the other hand, it is frequently 
pedunculated and the hypertrophied prostatic tissue is found within the 
bladder like a polypus. The pedicle may be without any prostatic tissue 
in it whatever, and it would be utterly impossible to follow it by its 
original route on account of its being shut off by fibrous tissue. Then 
it must be removed by way of the internal vesical orifice. The finger 
is passed into the bladder, the polypoid prostatic tissue is detected and 
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seized by the forceps. In cases in which it is not necessary to preserve 
the procreative power the ejaculatory ducts are deliberately severed and 
this expedites and facilitates the performance of the operation. 

I admit that it is sometimes impossible to save the upper portion of 
the prostatic urethra, especially when the prostatic enlargement com- 
pletely encircles it. Still, it is not necessary to remove the entire pros- 
tatic urethra as is done by the suprapubic route. It is possible to remove 
the entire gland in one piece without injury to the bladder, ejaculatory 
ducts or prostatic urethra in suitable cases. Large forceps materially 
aid in seizing and holding large masses of tissue. When the prostate 
is a bar of tissue at the neck of the bladder or is a stricture at the internal 
vesical meatus, with or without a protrusion, these conditions are usually 
noticed early in the operation and treated by dilation or removal by the 
cutting forceps. 

To refer again to the ejaculatory ducts, if the person treated is young 
and vigorous and it is very desirable for him to retain his procreative 
functions, then another expedient may be resorted to which aids as a 
guide to save the ducts. The inguinal region is opened, the vas deferens 
is sought and opened at the internal ring, and a fine probe is passed 
through the vas deferens to the sinus pocularis in the prostatic urethra. 
The best material that I have found for catheterizing the vas deferens 
and ejaculatory ducts from without inward, is very fine aluminum bronze 
wire, 36 inches long and doubled on itself. The doubled end will readily 
pass through the seminal duct and can be felt in the prostatic urethra. 
Some of these cases have an oblique inguinal hernia, and this affords an 
opportunity and also an additional excuse to perform this catheteriza- 
tion in suitable cases, 

Should it be impossible to catheterize the ejaculatory ducts from 
without inward then a solution of methylene blue can be forced through 
into the prostatic urethra which stains the mucous membrane of the 
ejaculatory ducts and prostatic urethra. This, however, does not act 
as a guide to prevent their injury, but it indicates when they are injured, 
and then examined with the microscope. I make it a practice to stain 
the mucous membrane of the prostatic urethra and bladder in all cases 
subjected to prostatectomy. Care must be exercised to wash the methy- 
lene blue out of the bladder before beginning to operate and in its place 
leave a solution of boric acid sufficient to distend the bladder to its 
utmost. 

DraInaGE.—Nearly all my patients were drained through the peri- 
neum. I am convinced that the technic is improved and convalescence 
is shortened by drainage through the penis by an ordinary retention 
catheter, No. 23, American. The membranous and prostatic portion of 
the urethra are closed by a few stitches of No. 1 chromic catgut, and the 
deep wound is drained by gauze alone at the most dependent part, and 
all the structures of the perineum are coapted by an interrupted suture 
of silkworm gut. The gauze drainage in the perineum is removed on 
the third day and replaced; in a couple of days this gauze is withdrawn, 
but the retention catheter is left in the bladder and external urinary 
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tract for a week. During this time should temperature develop or vesi- 
cal tenesmus arise, it is well to wash out the bladder three or four times 
a day with a mild antiseptic solution. I have obtained perfect results 
by the above technic. 

After the catheter is removed, retention of urine is likely to ensue 
from spasmodic contraction of the neck of the bladder. This is rather 
a good sign, for it indicates that the sphincter of that viscus has not 
been injured and the retention is easily rectified by the use of the 
catheter. I have seen men become greatly discouraged and even melan- 
cholic after prostatectomy, especially when temporary control of the 
urine is partly or wholly absent. But just as soon as the bladder again 
performs its function properly, they become bright, cheerful and hopeful. 
After prostatectomy the patient should be kept under supervision for 
about three months, because repair is not complete until about that time. 
Should the patient not be bougied occasionally, at least once a week 
while repair is going on, stricture at the neck of the bladder or at the 
junction of the membranous and prostatic urethra is likely to occur. 
I have found it necessary to perform a secondary perineal section in two 
éases for stricture following prostatectomy ; one at the neck of the bladder 
and the other at the junction of the membranous and prostatic urethra. 
For the latter I blame the perineal drainage alone. 

It is remarkable that atony of the bladder subsides completely in 
the vast majority of cases, but some bladders never become capable of 
emptying themselves after prostatectomy without considerable delay and 
difficulty. There is also a tendency to cystitis, 

It must be remembered that patients with prostatic hypertrophy are 
usually more or less pathologic specimens of humanity in their entirety, 
and that prostatectomy, although a great boon to them, is not an elixir 


of life. 


EXOPHTHALMIC GOITER.* 


S. M. Mruter, M.D. 
PEORIA. 


Our knowledge of the causes of pathologic alterations in the function 
of the thyroid gland is vague. The symptoms and conditions resulting 
from derangements of function are well defined, but of their patho- 
genesis, less is known. Exophthalmic goiter is a disease characterized 
by a definite symptom group, the result of an excess of circulating gland 
secretion. Whether the hyperthyroidism is the result of disease of the 
gland primarily, or whether the changes in the gland are secondary to 
lesions elsewhere, is a problem upon the solution of which hinges th 
various theories of the causation of the disease. 

Our present knowledge of the disease rests on the following experi- 
mental and clinical data: 


* Read at the Meeting of the Illinois State Medical Society, held at Springfield, 
May, 1906. 
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1. Removal of the thyroid gland, leaving the parathyroids, causes 
myxedema. 

2. Thyroid gland extract administered to cases of myxedema causes 
immediate improvement, and thyroid grafting has cured cases of 
myxedema.” *. 


3. Partial removal of the parathyroid glands causes symptoms of 
Graves’ disease to appear. 


4. Thyroid gland extract administered in excess causes symptoms 
like those of Graves’ disease to appear. 

5. Removal of the parathyroid glands in toto causes tetany and 
death.™ 

From a consideration of these facts, it is evident that the thyroid 
gland elaborates substances necessary to metabolism, that these must be 
made in definite amounts to preserve a balance necessary to health. If 
the amount is too small, myxedema results; if in excess, Graves’ disease 
appears. A disproportion either way results in forms of poisoning, which 
are the counterpart of each other. Experimentally and clinically, the 
symptoms of Graves’ disease are due to an imbalance between the secre- 
tion of the thyroid gland, and that of the parathyroid, in which either 
the thyroid oversecretes, or the parathyroid undersecretes, with an un- 
neutralized excess of the internal secretion of the thyroid gland. Tetany 
is due to a complete loss of the same secretion. 

As the maintenance of normal metabolism depends on the mainten- 
ance of an exact balance between the thyroid and antithyroid bodies, 
it is conceivable that the balance may be readily disturbed with moderate 
degrees of hyperthyroidism—so slight and atypical as not to give rise 
to marked symptoms of Graves’ disease. It is likely that many cases 
that we class as neuroses, hysteria, neurasthenia, etc., characterized by 
palpitation, dizziness, sleeplessness and various subjective symptoms for 
which we find no adequate explanation, may be derangements of the 
balance. It will be well to bear this possibility in mind and to scrutinize 
these patients for symptoms of Graves’ disease that might otherwise 
escape our notice. These milder cases, more difficult to diagnose, if they 
do not develop, are known as larvated cases*. For the diagnosis of 
Graves’ disease, one at least of the four cardinal symptoms, the enlarged 
gland, exophthalmos, tachycardia, or tremor must be present. associated 
with numerous minor symptoms, usually of a neurasthenic nature. Many 
such cases of imbalance between thyroidin and antithyroidin escape 
notice, and I believe that exophthalmic goiter in its milder manifesta- 
tions is more common than we have usually regarded it. 

The following case is an unusual example of this class: A girl 21 
years old, who sews in a cloak store, has complained for several months 
of headache, moderate loss of strength, palpitation and nervousness, so 
that she is easily irritated, and she does not sleep well. There is a 
moderate enlargement of the thyroid gland, and tremor, which she herself 
has noticed on threading needles. There is no exophthalmos. The pulse 
is below 100. A short time ago, she had a tonic contracture of the right 
sternomastoid muscle, which came on suddenly one afternoon, without 
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cause, and lasted six or eight hours, gradually subsiding. The chin 
was drawn to the left, and the head was tilted over to the right shoulder 
The spasm was accompanied by a cramping pain, so that she could not 
straighten her head, and attempts to do so elicited severe pain. She 
has improved with rest and relaxation, after withdrawing from the too 
confining occupation. In this case the neck spasm might easily be mis- 
taken for a hysterical manifestation if she were not examined with suffi- 
cient care, as the symptoms of Graves’ disease are overshadowed by the 
neurasthenic manifestations. 

As exophthalmic goiter is a hyperthyroidism, and myxedema is due to 
a deficiency of the internal secretion of the thyroid gland, and as 
myxedema patients are cured by thyroid extract, it is argued conversely 
that myxedema serum should exert a favorable effect in cases of Graves’ 
disease. For this purpose Ballet and Enriquez®™ used the serum, and 
Lanz*®® the milk of goats in which myxedema had been produced by 
the removal of the thyroid gland. Burghardt** used the milk reduced 
to a powder, known as rodagen. Moebius has prepared a serum known 
as antithyroidin. A similar preparation from the blood of thyroidectom- 
ized animals is used here, marketed under the name thyroidectin. 

Good results have been reported from the use of these preparations. 
Theoretically, if they are efficient, we should expect relapses on cessa- 
tion of treatment. While many cases have relapsed, a considerable 
number have remained cured without further recourse to treatment. The 
following summary collects 55 cases of which 48 were improved or cured, 
? failed, and none died. My own experience has not been so favorable. 
The two cases in which I personally observed the action of an antithyroid 
substance did not show material improvement from their use. The 
preparation used was thyroidectin: 

Lanz, 6 severe cases, all permanently cured; 3 mild cases, improved. 

Kuh, 10 cases, 1, no improvement ; 9 improved (one patient remained 
cured after 214 years, the others relapsed on cessation of treatment). 

Shultz, 1 case, cured in 50 days. 

Berghardt, 10 cases, all improved or cured. (Used rodagen.) 

Mix, 2 severe cases, cured. 

Linn, 1 case, rapid improvement after 10 days. 

Howell, 1 case, improved (used rodagen). 

Ballet and Enriquez, 9 cases, all improved. 

Sigel, 3 cases (used rodagen), no improvement. 

Rydel, 3 cases, all negative. (Used milk). 

Adams, 1 case, recovery. (Used antithyroidin). 

Pisanti and Santon, 3 cases, 2 cases improved (used blood and serum 
from sheep) ; 1 cured. 

Kiihneman, 1 case, improved. (Used milk). 

Josienek, 2 cases, improved. (Used antithyroidin). 

The use of sera and antibodies antagonistic to the internal secretion 
of the thyroid gland is not limited to myxedema products. Murray** ** 
prepared an antitoxin similar to diphtheria antitoxin, by injecting 
animals with thyroid extract, till they reacted with symptoms like those 
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of Graves’ disease, in the expectation that the antitoxin elaborated would 
antagonize the excess of gland secretion in Graves’ disease. The attempts 
were not successful, as he failed to establish a tolerance or immunity 
to the serum. Rogers and Beebe®® ** #7) have prepared a cytolytic 
serum by the injection of the extract of thyroid gland removed at opera- 
tion from a case of Graves’ disease, into rabbits, and after reaction they 
used the serum of these animals in the treatment of exophthalmic goiter 
in a series of ten cases, with favorable results, 6 being cured, and 4 
improved. Walsh treated 4 cases with the extract of the parathyroid 
gland, and McCallum one case, without results. 


THE RELATION OF THE THYROID GLAND TO IODIN METABOLISM. 


Baumann® isolated a body, thyroidin, or iodothyrin, a proteid con- 
taining iodin in strong combination, from which the iodin can be 
obtained only by the destruction of the proteid. This substance accom- 
plishes the chief function of the thyroid gland. The amount of iodin 
in the gland is directly proportionate to the amount of iodin ingested, 
and to the amount of colloid material. Glands rich in colloid contain 
much iodin.* Iodin administered in excess sometimes causes an iodism, 
particularly in those having enlarged thyroid glands. The iodism 
is characterized by symptoms somewhat like those of Graves’ 
disease, with enlargement of the gland, palpitation and neuroses. lodin 
in cases of Graves’ disease causes an exaggeration of all symptoms as 
in the last case that I report. Oswald****»** has identified a body, 
thyroglobulin, which constitutes the greater part of the colloid. This he 
split into a thyroglobulin containing phosphorus, but no iodin, and 
physiologically inert, and one containing much iodin, corresponding to 
Baumann’s iodothyrin. ‘The physiological activity of the thyroglobulin 
seems to depend upon the presence of iodin in the molecule.’ 
The fact that there is a thyroglobulin containing no iodin suggests that 
the thyroglobulin is secreted iodin-free, and that the iodin present enters 
into combination with it. This would explain why iodin causes symptoms 
analogous to those of Graves’ disease, especially in those cases where 
the gland is already enlarged, on the assumption that considerable thyro- 
globulin present but inert, by reason of the lack of iodin, becomes active 
by the addition of iodin and the symptoms appear. 

Iodin is closely associated with the function of thyroid gland, being 
necessary to its activity. It causes exacerbation of symptoms in cases 
of exophthalmic goiter. It must be present in order that the thyroid 
substance be active. Acting on this, Kirnbirger’® used sodium-sul- 
phanilic acid, the antidote to iodin, for the treatment of four cases of 
Graves’ disease, with improvement in each case. 

The urine ordinarily contains no iodin. I have found traces of iodin 
in the urine of a case of exophthalmic goiter passed four hours after 
an x-ray treatment, but none in the urine previous to exposure to the 
w-ray. Perhaps the z-ray, which the Mayos of Rochester have used in 
exophthalmic goiter with good results, may act by causing a dissociation 
of the iodin from the thyroglobulin, and the iodin freed from combina- 
tion is eliminated by the urine. Possibly the improvement noted by the 
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Mayos in ten cases after the use of the x-ray is to be attributed to such 
dissociation. so that the thyroglobulin is rendered inert, and not to the 
sclerosing effect of the ray on the lymphatics as they suggest.* 

In addition to an attempt to separate the iodin from its combination 
with the active principle of the gland, the amount of iodin ingested 
is to be reduced to a minimum. As yet the iodin content of foods has 
not been fully worked out, but the following contain iodin and are to 
be avoided: Eggs, all sea products, such as oysters, shellfish and salt 
water fish, and potatoes, peas, beans, barley, oats and their products, most 
mineral waters, and common table salt. Chemically pure sodium chlorid 
should be used. Codliver oil contains a considerable amount of iodin, 
and is not to be given to patients suffering from Graves’ disease. It is 
to be hoped that the subject of the iodin content of foods will be more 
fully worked out. I have not been able to verify the observation of 
Treue. My qualitative analyses have not demonstrated the presence of 
iodin in milk. If present, the quantity must be so minute as to be 
negligible. I have restricted the diet to those foods that are free from 
iodin. As there are many foods whose iodin content has not been 
determined, I have put my patients on a largely milk diet, and at the 
same time exposed the thyroid gland to the z-ray. With the z-ray and 
the iodin free diet, I have noted rapid improvement in two cases that 
had resisted other methods of treatment, including the use of thyroid- 
ectin, together with absolute rest and quiet. 

Treue has shown that the milk of thyroidectomized animals is free 
from iodin, while that of normal animals contains traces. Goebel,*® there- 
fore, used the milk of thyroidectomized animals as a diet for patients 
suffering from Graves’ disease, hoping thus to limit the ingestion of iodin, 
not using it as did Moebius for its antithyroid properties, but acting on 
the assumption that the limitation of the amount of iodin ingested would 
reduce the amount of active thyroid substance with an alleviation of the 
symptoms. 

While cures are attributed to a great variety of measures, it is to be 
remembered that there is often a tendency toward spontaneous improve- 
ment, particularly under favorable environment, and with the employ- 
ment of those hygienic measures indispensable to all forms of treatment. 
It is likely that many cures are to be attributed to these measures rather 
than to any particular treatment. Absolute mental and physical quiet- 
ude is essential, with the avoidance of all forms of excitement, responsi- 
bility or exertion that may cause acceleration of the pulse rate, shortness 
of breath or exhaustion. In severe cases rest in bed is requisite. Next, 
an antithyroid substance, while they are still on trial, may be given a 
place in the treatment; third, reduce the iodin content of the gland by the 
use of the iodin-free diet and by the z-ray, which has a beneficial effect, 
perhaps, by releasing the iodin from its combination with the thyroidin ; 
fourth, operative treatment is applicable to those cases that resist internal 
medication and only in carefully selected cases. But in cases that resist 
other forms of treatment operation is not to be deferred till the patients 
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are not able to stand the operation. Herewith are reports of three cases: 

Case 1.—A girl, age 18. Family and personal history negative. The 
present illness began three years ago with enlargement of the neck, rapid 
pulse, headaches, sweating and weakness. The case was of moderate 
severity and ran a variable course for three years, sometimes better, at 
others worse. Examination showed a healthy-looking girl, good color 
and no less of flesh. Moderate enlargement of the gland, but no exopthal- 
mos. Pulse soft, from 110 to 120, throbbing of the arteries and a bruit 
over the right carotid artery. Heart and lungs negative. There is dul- 
ness behind the upper half of the sternum and extending laterally a dis- 
tance of three centimeters from it on each side and merging with the 
heart dulness below; muscular twitchings and tremor of the fingers and 
tongue; urinary examination negative; blood count and hemoglobin 
showed a moderate secondary anemia. Thyroidectin had been given pre- 
vious to the time when she came under my observation, without improve- 
ment. This I continued, and in addition x-ray exposures were insti- 
tuted, with increase of strength, slowing of pulse rate and disappearance 
of tremor. In March she had the grippe, from which she was slow in 
recovering, with recurrence of symptoms of Graves’ disease, as tachy- 
cardia, palpitation and weakness. She again improved after the use of 
the a-ray and with an iodin free diet. She has been completely cured. 
with no evidence of relapse for the last six months, having fully regained 
flesh and strength. A point of particular interest is the dulness over the 


sternum, indicating a persistent thymus gland. Enlargement of the 
thymus gland is noted, according to Marie, in one-half of the cases of 
Graves’ disease . This case is one clearly fitted to medical treatment. 
Operation is not to be resorted to, as it would be exceedingly hazardous. 
Persistent thymus gland is associated with the “status lymphaticus,” 
and operations in the presence of this condition almost always result in 
death on the table. . 


Case 2.—Women, age 32, single, came under my observation in 
November, 1905, complaining of headache, weakness, palpitation of the 
heart and swelling of the feet; the symptoms were of three weeks’ dura- 
tion. The family and personal history were negative. Examination 
showed a slender woman, of poor nutrition; heart, lungs and abdomen 
negative; enlargement of the thyroid gland; no exophthalmos or ocular 
symptoms ; tremor of the tongue, fingers and face muscles; pulse, 100 per 
minute and of low tension. The urinary examinations have always 
been negative. On December 15 she was seized with a cardiac dilatation 
and collapse, from which she slowly rallied, with a dilated heart and 
mitral lesion. Since then she has been worse, with a large gland, tremor, 
tachycardia, up to 140 per minute, prostration and delirium. On Janu- 
ary 1 I began the use of thyroidectin. No results in three months’ treat- 
ment. The other considerations of treatment were absolute rest and 
quiet, including rest in bed for three months, during which period she 
grew rapidly worse. In March I placed her on the iodin-free diet, and the 
neck was exposed to the z-ray, sixteen treatments being given in April 
and twelve in May. She has improved steadily, gaining steadily in flesh 
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, and strength. The tumor has lessened, the heart is slowed, being less 
than 90, but increasing to 110 to 120 on exertion. The neck is nearly 
of normal size. 

Case 3.—The patient, a married woman, first presented symptoms, 
three months after the birth of her first child, having the four 
cardinal symptoms—tachycardia, tremor, gland enlarged, especially in the 
right lobe, and exophthalmos. There was great weakness and loss of 
flesh so that the patient was confined to the bed for three months. Other 
symptoms, such as sweating and diarrhea, were also present. An inter- 
esting observation in this case is that potassium iodid caused a marked 
exaggeration of all the symptoms, the pulse rate leaping to 170 or 180 
per minute and the goiter becoming larger and harder. There was no 
improvement in this case from various drugs used, and with rigorous ad- 
herence to the rest cure, till the thymus gland extract was administered, 
in daily doses of about twenty grains over a period of two years. There 
followed steady improvement with gain in weight. All symptoms sub- 
sided, except a moderate enlargement of the gland and moderate exoph- 
thalmos and a pulse ranging from 90 to 110. Six months ago thyroidec- 
tin produced no change for two months, when the pulse rate fell to from 
75 to 85, and the exophthalmos lessened, leaving now, as the remaining 
evidence of the disease, the enlarged gland which had persisted under al! 
forms of treatment. During the last few months this has shrunken 
under the use of the z-ray so that no trace of disease remains. An inter- 
esting feature of this case is that one year ago she gave birth to twins at 


the seventh month of gestation, each of whom had a greatly enlarged 
thyroid gland. 
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EXOPHTHALMIC GOITER, WITH REPORT OF CASES.* 


Frank Briiures, M.D. 
CHICAGO, 


To-day the concensus of opinion of exophthalmic goiter is that it is a 
hyperthyrea. This is based upon the fact that feeding thyroid gland to 
animals and to man is followed by many of the symptoms of the disease. 
By the fact that in most cases there is an enlargement of the thyroid 
gland. That a removal of a considerable portion of the enlarged thyroid 
gland cures the patient or, at any rate, causes a subsidence of many of the 
symptoms. That a recurrence of the disease after removal of a part of 
the gland is associated with a growth of the remaining part of the thy- 
roid, and, finally, that histologically the tumorous thyroid shows an active 
cellular proliferation and chemically the nucleo proteids are increased 
together with the iodin content. 

The chief symptoms of exophthalmic goiter consist of tachycardia, 
exophthalmos, enlargement of the thyroid gland and tremor. In addition 
to these there are, in many cases, a secondary anemia, emaciation, vomit- 
ing, diarrhea, an erythematous flush of the skin, sometimes an infiltrating 
hard edema of the skin, in rare instances scleroderma, sometimes pig- 
mentary changes, throbbing arteries, general nervous irritability, mental 
excitement or depression, myasthenia, profuse sweating, a moderate 
irregular type of fever, headache and shifting neuralgic pains. 

Of these symptoms, the first four named are the most constant and 
of these tachycardia is practically always present, while of the remaining 
three, they vary in their presence and in duration and degree. The more 
general symptoms named also vary in frequency and in degree. In acute 
cases all of the symptoms named may be present. In the chronic cases, 
the general symptoms may be absent and even the cardinal symptoms, 
the first four named, may be expressed in such mild degree that the 
disease may not be easily recognized. The acute disease may run its 
course in a few months and the chronic form may extend over a period of 
many years. 

As a rule the acute cases are primary. That is, the disease occurs 
without the previous existence of any recognizable disturbance of the 
thyroid gland or heart, while, on the other hand, the more chronic cases 
are usually preceded by simple goiter. It occurs more frequently in 
women than in men in the proportion of 7 or 8 to 1. It is more prevalent 
in the third and fourth decennial periods. There are many causes 
assigned but no one cause is common to many patients. Nervous shock 
or the rapid expenditure of nervous energy through the worry and frets 
of life, or of acute disease, appears to be the exciting cause in some 
instances. Thus fright, uncontrollable grief, domestic or business 
worries, attacks of la grippe and other acute diseases have appeared to 
be causes in some of the cases to be reported. It has occurred coin- 
cidently with the menopause in a few patients. There can be no doubt 
that it occurs in individuals of a neurotic type more frequently than in 


* head before Chicago Medical Society, December 12, 1906. 
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those with a more stable nervous apparatus. Thus it occurs sometimes 
in families. Three of my patients were sisters. 


I have the records of 61 patients who have come under my direct 
personal care. Eight were males and 53 females. The ages of the males 
were 23, 29, 37, 41, 43, 44, 47 and 48 years; of the females, one was 17; 
two 18; nineteen were from 20 to 29; fourteen from 30 to 39: thirteen 
from 40 to 49 and four from 50 to 54. Of the males, two were acute 
and the remainder chronic forms of the disease. One male had suffered 
from goiter for several years preceding the onset of the symptoms and 
with 7 goiter developed as an incident of Graves’ disease. Of the 
females, 32 had no goiter preceding the development of the disease, while 
20 had suffered from goiter for from 3 to 20 years. Ten of the 53 females 
suffered from the acute Graves’ disease and in all of these acute cases 
the goiter was primary, that is, developed as a part of the disease. 

In an analysis of the 61 patients it is found that of the probable 
causes, severe grief preceded the attack in 4; 6 had suffered from a severe 
attack of la grippe; in two cases in the young girls, overstudy was 
ascribed as a cause; 2 had severe operations and the disease developed 
immediately afterward, and the disease developed at the climacteric in 2. 
Goiter existed in the family in 15 cases. In one family there were six 
individuals who suffered from goiter. Tachycardia existed in all at 
some time in the history or during the clinical observation. The pulse 
rate was high, ranging from 100 to 160 and even to 180. ‘Tremor was 
also present in every patient at some time during the observation. It 
was not as constant as the tachycardia and in some instances occurred 
only during excitement. The tremor was fine, varying from 6 to 10 to 
a second. 

Exophthalmos was present in 4 and absent in 4 of the males. In 
the females it was present in 38 and absent in 15. It was present in 
but one eye in 2 of the females. Graefe’s sign was present in 41 females, 
absent in 5 and not noted in 7. It was present in 4 and absent in 4 
males. Moebius’ sign was present in 4 females and absent in 49. Ons 
suffered from chronic internal strabismus. Moebius’ sign was present 
in one male and absent in 7. Stellwag’s sign was present in the severe 
cases of exophthalmos and absent in others. Thirty patients sweated 
profusely. Dry skin and dry hair occurred in 2 and in 20 there was no 
disturbance of the secretions of the skin. Loss of weight from 5 to 40 
pounds occurred in 29. There was a gain in weight in 2 and no apparent 
change in the remainder. Twelve of the patients had diarrhea. Consti- 
pation occurred in 7 and the bowels were in the normal condition in the 
remainder. Nausea and vomiting occurred in 12 while these symptoms 
were absent in the remainder. Sleeplessness was a common symptom 
and present in all of the acute cases. Most of the patients were emo- 
tional. Headache of the neurasthenic type was common. Myasthenia 
affecting especial groups of muscles was common. The signs of Graefe 
and Moebius are due to muscular weakness. Bryson’s sign, a diminution 
of the strength of the respiratory muscles and Joffrey’s sign, lessened 
power in the frontalis muscle are examples of myasthenia. The weak- 
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ness of the quadriceps femoris was notable in the acute’ cases. In all 
of the acute cases the heart muscle showed the effect of the toxemia by 
a quick nervous action and by a varying degree of dilatation of the left 
ventricle, which was commonly found. In several of the acute cases a 
diffuse erythematous blush was almost a constant symptom. In one acute 
case persistent vomiting, prostration, almost uncountable rapid pulse 
and severe collapse resulted in death within three months of the onset 
of the disease. In one chronic case with acute exacerbations, multiple 
eruption occurred upon the skin especially of the lower extremities, 
associated with persistent itching. In 2 cases photophobia with neuralgic 
pain through the orbit caused great distress. In many of the chronic 
cases moderately acute exacerbations with fever occurred as the result 
of nervous shocks and acute simple infections like tonsillitis, pharyngitis. 
etc. In 3 cases acute exacerbations of chronic conditior. occurred from 
the use of the thyroid extract used by the physician, as a remedy. In 
one male a simple goiter treated with thyroid extract developed a typical 
Graves’ disease and the patient recovered upon the withdrawal of the 
remedy. Pregnancy occurring in 3 patients aggravated the symptoms 
and in two instances the disease became so acute that evacuation of the 
uterus became necessary. In one instance the patient returned to a 
chronic form of the disease after an almost fatal ending. Albuminuria 
of moderate degree with hyaline and a few finely granular casts occurred 
in 11 cases. Glycosuria occurred in one patient. 


All but 3 of these patients were treated by medical measures. This 
consisted of rest, when possible continuously in bed, with a diet pushed 
to the full capacity of the digestive organs. In the earlier days of my 
experience the treatment consisted of, in addition to the rest treatment, 
galvanism through the goiter and along the course of the pneumogastrics 
for ten minutes each day, the use of strychnia hypodermically to its 
physiologic limit, where it was apparently borne well, the use of strophan- 
thus and the ice bag at hourly intervals over the heart. Bromids and 
opium were used as palliative remedies. Codeia has proved an excellent 
and harmless opiate. In more recent times, since the development of 
the so-called serum treatment, thyreoidectin has been used in 12 cases. 
The powder form of the serum has been used in the dose of from 15 to 
40 grs. a day in divided doses with varying results. In no instance have 
I secured the favorable results recorded by many other physicians. In 
2 instances the symptoms were aggravated notably by the remedy. For 
five years upon the suggestion of Dr. Forchheimer of Cincinnati, I have 
used the hydrobromate of quinin in 8 cases. The drug has been given 
in from 15 to 30 grs. in divided doses in 24 hours. It has afforded a 
more uniform improvement in the symptoms due to vasomotor disturb- 
ances than any other drug. I have used the serum of thyroidectom- 
ized goats prepared under the direction of Moebius, in one male. This 
patient was upon rest treatment in the hospital and in addition to the 
full doses of the serum hydrobromate of quinin was given. The improve- 
ment was steady and continuous. 


I have not had any experience with the use of specific serum prepared 
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by Beebe of New York and used by Rogers and Thompson in the treat- 
ment of 39 or more cases. This specific serum is prepared from normal 
and from pathologic human thyroid g‘ands by the extraction of the 
nucleo proteids and globulins. A full report of the method of prepara- 
tion of the serum and of the results of the treatment as reported by 
Beebe, Rogers and Thompson will be found in the Transactions of the 
Association of American Physicians for 1906. Dr. Rogers reports one 
death which he ascribes to the over-use of the serum. I have not used 
the milk of thyroidectomized goats, which has been beneficial in the 
hands of many reporters. 

The surgical treatment will be reported upon by others. Three of 
the patients included in this group were operated upon. One patient, 
a young woman, who had received the rest cure treatment with decided 
improvement, had a relapse at the end of a year and she and her brother, 
who was a doctor, elected to have surgical treatment. The patient died 
upon the table after a prolonged operation. The other two patients 
made very satisfactory recoveries and remain well. 

Under medical treatment the cure is usually not complete. The 
patient may enjoy a fair degree of health but there will usually be in 
evidence a more rapid heart than normal and neurasthenic symptoms 
usually prevail. 


100 State Street. 





THE OCULAR SIGNS AND SYMPTOMS OF EXOPHTHALMIC 
GOITER.* 


Casry A. Woop, M.D. 


Professor of Ophthalmology, Northwestern University. 


CHICAGO. 


Although the symptoms of exophthalmic goiter are largely ocular, it 
is not alone for this reason that I prefer the title that heads this paper. 


9 99 


I do not believe one can use the expression “Graves’” or “Basedow’s 
disease,” without doing injustice to the memory of an Englishman, C. H. 
Parry, who intelligently observed and described this symptom-complex in 
1786. His writings were not published until 1825, although they ap- 
peared some fifteen years before Basedow’s first article in Casper’s Woch- 
enschrift fiir die gesimmte Heilkunde. The publication of Parry’s ob- 
servations also antedates Graves’ description of the disease, which formed 
part of his famous lectures contributed to the London Medical and Surgi- 
cal Journal for 1835. Furthermore, the claims of both Graves and Base- 
dow are probably inferior to those of the Italian, Giuseppe Flajani, who 
published a work in four volumes (Collezione d’ osservazioni e riflessioni 
di Chirurgia) at Rome in 1802. In it a fairly accurate account is given 
of an example of this curious affection, although we do not know that he 
appreciated the correct symptoms of the disease. In some Italian works, 
also, reference is made to il morbo di Flajani, although in recent years 


* Read before Chicago Medical Society, Dec. 12, 1906. 
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the term gozzo esoftalmico or il morbo di Basedow is employed. In any 
event I prefer the expression “exophthalmic goiter” until we can agree 
upon or have learned more than we now know about the pathology of this 
interesting symptom-complex. 

The chief reason why the eye symptoms are of extreme value, par- 
ticularly in diagnosis, is (1) because of their easy detection, (2) because 
of the fact that one or more of them invariably occur early in the disease, 
and (3) because in doubtful cases they may be relied upon to differen- 
tiate exophthalmic goiter from other forms of exophthalmos, tremor. 
struma, tachycardia, and the like. 


EXOPHTHALMOS OR PROPTOSIS. 


The exophthalmos* or proptosis is commonly the first eye symptom to 
attract the attention of the observer. It gradually increases until the 
lids may be unable to close over the eyeball, thus rendering the globe 
liable to infection and interfering with the proper drainage of the con- 
junctival sac. In the early stages the ball may be pushed, without pro- 
ducing pain, back into the orbit, but later this can not be done. This 
fact can be explained if we remember the direct cause of the proptosis. 
At first the bulging is produced by the enlargement of the blood vessels 
only and possibly the filling of the lymph channels. Later a permanent 
pad of connective tissue and fat is deposited. When a cure is effected in a 
chronic example of the disease, the other symptoms usually disappear 
before the exophthalmos, probably because the orbital fat does not readily 
undergo absorption. Occasionally one eye subsides more quickly than 
the other. This sign can almost always be differentiated from orbital 
aneurism and tumor by the fact of the proptosis in goiter occurring 
directly forward and of its being bilateral. We must not forget, however, 
that there is such a thing as unilateral exophthalmos in genuine Graves’ 
disease. As Fitzgerald pointed out, it is usually the right eye and the 
right side of the body that are affected in these monolateral cases. 


RETRACTION OF THE UPPER LID AND WIDENING OF THE INTERPALPEBRAL 
FISSURE (DALRYMPLE’S SIGN). 

Before the exophthalmos appears retraction of the upper lid and 
widening of the interpalpebral fissure (Dalrymple’s sign) is commonly 
seen. It is one of the earliest and most regular symptoms of the disease. 
Our forefathers regarded it as a result of the exophthalmos. We now 
know, on the contrary, that it is the proptosis that seems more pronounced 
on account of the wide open lids. Continual palpebral retraction to an 
extent that exposes the white sclera between lid edges and cornea, above 
and below, is practically always a sign of disease. It is almost invariably 
a symptom of Basedow’s disease, although the “staring eye” or “Glot- 
zauge,” as our German friends call it, is occasionally seen in certain 
forms of mania, in tetanus, in hysteria and in other affections. 


* Most of this paper was read (by invitation) before the Buffalo Academy of Medi- 
cine, in October, 1901, and published in the Buffalo Medical Journal for January, 1902. 
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INFREQUENT WINKING. 


Infrequent winking is also an important and constant sign of exoph- 
thalmic goiter. This is known as Stellwag’s sign, although most authori- 
ties persist in confounding or including with it the sign of Dalrymple. 
The truth is, so far as I have been able to trace it, that in 1869 Stellwag 
first described the sign that bears his name and drew attention to the 
retraction of the lids as the most noticeable cause of the “Glotzauge.” 
But Dalrymple had, years before (London Lancet, May 26, 1849), pub- 
lished a definite description of this same phenomenon. 


GRAEFE'S SIGN. 

Graefe’s sign is a most valuable one. It occurs early, is quite con- 
stant, and, although it may be present in Thomsen’s disease and some- 
times fails altogether, should always be searched for in doubtful cases. 
It consists in impairment of the associated movements of the upper lid 
with the eyeball. In a normal eye, when the globe is rotated downward, 
the upper lid-edge follows it, covers a portion of the upper cornea and 
preserves about the same distance from the sclero-corneal junction 
throughout the whole excursion. Much of this diagnostic value, which is 
great, depends upon its mode of application. It is best developed by 
covering one eye and asking the patient, with his head in the primary 
position and at ease, to fix the point of a pencil held eighteen inches 
from his face and on a level with the forehead. The pencil end is now 
slowly lowered, the head all the while in the primary position, and the 
pencil kept eighteen inches from the body until it reaches a point at the 
level of the ensiform cartilage. In exopthalmic goiter the upper lid, 
during this excursion, will be noticed to lag behind and even to expose a 
zone of white sclera between it and the cornea. 

INSUFFICIENCY OF CONVERGENCE OR THE SIGN OF MGBIUS. 

Insufficiency of convergence, or the sign of Meebius, depends upon the 
fact that the stretched internal recti muscles are unable to move the 
bulging eyes inward to the same extent and with the same facility that 
they can normally situated globes. It is necessary for binocular vision 
that the visual axes should be directed at about the same angle toward 
the object to be fixed. Mcebius claims that in Basedow’s disease the excur- 
sions of the eyes in other directions are practically normal, but that, 
without producing double vision, weakness of convergence is a character- 
istic of the majority of cases. It must not be forgotten that symmetrical 
paresis of the external recti muscles is sometimes a sign of exophthalmic 
goiter, and then we may have apparent excess of convergence. Cases are 
on record (although it has never been my fortune to observe an example 
of this lesion) in which a single eye muscle has been paralyzed in exoph- 
thalmic goiter, while others have published instances of complete ophthal- 
moplegia externa. These are probably, in most cases, the result of nuclear 
disease. 

BECKER'S SIGN. 


What I regard as most valuable evidence of the disease is Becker’s 
sign, first described by Otto Becker in the Wiener klin. Wochenschrift for 
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1873. I refer to spontaneous pulsation of the retinal arteries. This sign 
is, of course, met with in other conditions—glaucoma, aortic regurgita- 
tion, and the like—but it is an aid to diagnosis that we can not afford to 
ignore. The pulsation does not, as a rule, extend beyond the optic disc 
(as in most cardiac lesions) and it is usually accompanied by tortuous 
and enlarged veins. 

EPIPHORA. 

Epiphora—watery eyes—has been seen a number of times and may be 
very troublesome. I observed it in one of my cases—a woman—and 
Emile Berger mentions it as the earliest of the ocular symptoms in two 
of the histories reported by him. He speaks of it as a nervous affection 
of the lachrymal gland, but in the case under my own observation it 
seemed to result from the excessive proptosis, causing displacement of the 
puncta lachrymalia. 

GIFFORD’S SIGN. 

Great difficulty in everting the upper lid was noted by Harold Gifford, 
of Omaha, and first published by him in the Ophthalmic Record for 
June, 1906. He believes it occurs as an early symptom, as it is usually 
absent in the well-developed instances. Gifford thinks this sign to be due 
to spasm or irritability of the non-striated muscle of Miiller. 


DRYNESS OF THE EYES. 


Dryness of the eyes is one of the commonest complaints made by 
patients. It is probably due to the absence of winking (the process by 


which chiefly the cornea and the bulbar conjunctiva are cleansed in the 
normal eye) and the exposure of the wide open eyes to wind, dust, smoke 
and other irritaants. One wonders that traumatic and other forms of 
keratitis, as well as infective ulcer of the cornea, do not more frequently 
occur in the imperfectly protected eyes of this disease. Basedow has 
himself drawn our attention to its occasional occurrence and gives an 
account of a merchant, aged 50, who lost both eyes-from perforating ulcer. 
apparently induced by driving in an open carriage along dusty roads and 
with his eyes much exposed to the wind. To illustrate further the serious 
outcome of certain forms of exophthalmos in this disease. [ would refer 
you to an article by Tornatola (Archivio di Ottalmologia, May-June. 
1901). He was called upon to prescribe for a woman with fully-developed 
Graves’ disease in which the exophthalmos was very pronounced, 1.5 em 
in the right and 1 cm. in the left eye. An ulcer occupied the two lower 
quadrants and two-thirds of the thickness of the right cornea. The lids 
covered only about one-third of the globe. In the left eye there was a 
smaller ulcer in the center of the lower quadrant. The cornex retained 
their sensitiveness. After the usual disinfection the lids were sutured in 
such a way that the knots could be readily united for appropriate treat- 
ment. In eight days the left ulcer healed, the right one in fifteen days. 
A month later she returned with a second corneal infection in both eyes. 
to be again cured. A third time the patient appeared with spreading 
ulcer in either eve, but on this occasion the lids could not be sutured over 
the globes, chiefly because the scarred skin of the lids no longer retained 
the threads and knots. Tarsorrhaphy was done, but the adhesions soon 
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gave way. Sympathectomy was then performed by Professor Solomoni 
with considerable relief to the exophthalmos and the goiter; the tachy- 
cardia remained. Meantime the corneal ulceration, infiltration and con- 
junctival chemosis increased until the left eye had to be exenterated. 
Tornatola now endeavored to preserve some vision in the remaining eye 
and succeeded by supplementing a second tarsorrhaphy with large skin 
grafts from the nose and temple until the interpalpebral aperture was 
finally closed. The patient’s condition a year after was fairly satisfac- 
tory. Photographs and measurements showed a reduction of the exoph- 
thalmos about one-half. 


LOSS OF SENSATION OF THE CORNEA AND CONJUNCTIVA. 

Loss of sensation of the cornea and conjunctiva has several times 
been noticed and doubtless has been overlooked in many other cases, as, 
of course, it is an objective symptom and does not attract the attention 
of the patient. A very pretty theory might be built upon the fact of its 
presence to account for at least some of the eye symptoms. I give it to 
you for what it is worth. As is well known, the incentive to normal winking 
and consequent cleansing of the eyeball is chiefly dryness of the anterior 
segment of the globe due to evaporation from the exposed surface. To 
this is added the foreign-body sensations set up by fine dust and other 
particles. In the same way the lid maintains the same relative position 
upon the globe in all positions of the latter in virtue of the orientation 
made possible by the same lid-eyeball-sense. Indeed, the maintenance 
of a certain space between the lid edges—the usual size of the interpalpe- 
bral aperture—depends largely upon the fibers of the fifth nerve supplied 
to all parts. In exophthalmic goiter this sensibility is destroyed ; hence 
the eye signs. Probability is lent to this hypothesis when we bring about 
this asensitive condition artificially. A few drops of a 4 per cent. solu- 
tion of cocain instilled into each eye at two-minute intervals will, 
from ten to fifteen minutes, enable one to induce and study the Graefe, 
Dalrymple, and Stellwag signs without difficulty. Even the appearance 
of proptosis is sometimes induced by the fixed stare that a cocainized eye 
not infrequently assumes. 

CIRCUMSCRIBED EDEMA OF THE UPPER EYELIDS. 

Circumscribed edema of the upper eyelids, as well as pigmentation of 
their skin surface (the sign of Jellinek and Rosin), has been occasionally 
seen, but the latter is probably a mere accident and is only a part of the 
dermal changes seen elsewhere on the body. 





NEUROLOGICAL COMPLICATIONS OF EXOPHTHALMIC 
GOITER.* 
L. Harrison Mertter, M.D. 
CHICAGO. 


In the brief time allotted to me, I can not hope to do more than 
touch upon the many questions involved in the consideration of the com- 
plications of exophthalmic goiter. I will do this as briefly as possible, 


~~? Abstract of remarks made in Symposium Upon Exophthalmic Goiter before the 
Chicago Medical Society, Dec. 12, 1906. 
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and in the end, endeavor to draw two or three practical conclusions, that 
may assist one in making an accurate diagnosis and adopting a rational 
mode of therapy. 

Before being able to decide what is a complication of a given disease, 
one must have a clear and well defined conception of what the disease 
itself is. It would be an easy and perfunctory task for me to stand here 
and enumerate all of the diseases that have been found in association 
with, and reported as complications of, Graves’ disease; but such an 
enumeration would be neither especially illuminating nor scientific. A 
mere rehearsal and description of such well known affections as hysteria, 
epilepsy, migraine, chorea, tetany, myotonia congenita, paralysis agitans, 
Raynaud’s symmetrical gangrene, tabes dorsalis, arthritis, osteomalacia, 
bulbar paralysis, external ophthalmoplegia, nephritis, diabetes, certain 
cutaneous disorders, psychoses, etc., would not clear away very much 
of the mist surrounding the question as to exactly what is and what is 
not exophthalmic goiter. In the literature I have counted nearly a 
hundred various symptomatic manifestations that have been more or 
less associated with Graves’ disease. Some of these have been assigned 
as direct symptoms of the disease by many authors, while other authors 
have been just as insistent that they represented mere complications or 
associdted troubles. For example, concentric contraction of the field of 
vision is said by some to be a symptom—secondary, if you please, but 
nevertheless a symptom—of exophthalmic goiter; others hold that such 
a symptom indicates merely an associated hysteria. Glycosuria is 
believed by many to be a rare, but secondary, symptom of Graves’ dis- 
ease; others maintain that it indicates rather a complicating diabetes. 
Certain psychic exhibitions are seen in conjunction with exophthalmic 
goiter, but in many cases they glide so persistently and pronouncedly 
into the symptomatology of well recognized and well defined psychoses, 
that not a few believe them to be but mere incipient indications of a 
complicating insanity. Many more illustrations might be adduced to 
show the uncertainty in the minds of the authorities as to the full 
significance of these numerous symptoms which have, from time to time, 
been attributed to exophthalmic goiter, though they are often cardinal 
manifestations of other well known disease entities. What is needed is a 
definite conception and clear-cut definition of exophthalmic goiter, rather 
than a mere conglomeration of symptoms. Murray says that the cardinal 
symptoms of the disease are tachycardia, goiter, exophthalmos, tremor 
and general nervousness. What does “general nervousness” include and 
what may it not include? 

Before we can talk about the complications of a disease which has 
been made the happy possessor of so large and varied an assortment of 
symptoms, we must first and foremost have a more accurate conception 
of the disease process and a more clearly defined outline, than we now 
have, of its symptomatic contents. To a certain extent this fact is 
admitted in the assertion that one set of the symptoms of exophthalmic 
goiter, namely, the tachycardia, goiter, exophthalmos and possibly tremor, 
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are cardinal, while the neurasthenic and all other manifestations are 
secondary. This certainly gives some definition to the disease. 

Whether it be regarded as a disease itself or as a mere syndrome 
(which in my opinion it probably is), the famous triad of symptoms 
is sufficiently distinct, persistent and uniform to be accepted as a clinical 
entity. As a clinical entity, its persistence, its uniformity, and its pro- 
nounced individuality, far and away beyond that of all of the other 
secondary manifestations of the disease, constitute the strongest argument 
on the side of those who still hesitate to accept the theory that dysthy- 
roidation is the primary cause of the trouble. Such a triad, they feel, 
points to some single organic basis or some intimately associated func- 
tional centers rather than to so wide a pathological process as would be 
presupposed in a thyroid intoxication. 

On the other hand the more extensive one allows the symptomatology 
of exophthalmic goiter, the more varied manifestations it is permitted 
to have, and the more definite and persistent these so-called secondary 
signs are seen to be, the-stronger will be the clinical ground for the 
arguments of those who frankly accept the thyroid disorder as the sole 
and primary cause of the disease. To whichever theory our predilections 
and mode of reasoning may incline us, the neurotic theory or the thyroid, 
we are all agreed that, clinically, exophthalmic goiter means tachycardia, 
goiter and exophthalmos, with possibly tremor, whatever the other 
symptoms may be. We must anchor ourselves to the classical triad in 
making our diagnosis, for if we slip our hold here, and begin to verge 
away into the secondary symptomatic chaos, we are lost and our diagnosis 
will be futile. The classical triad then, in whole or in part, is the basis, 
in every case, of our diagnosis of exophthalmiec goiter. This is axiomatic 
and should never be forgotten. 

Now then, we are in a position to say, with a little less obscurity, 
what may be outside of exophthalmic goiter as a mere complication or 
associated disease. Great care needs to be exercised here however in 
making the diagnosis. Not every manifetsation that happens to be 
associated with the clinica] triad or one of its constituents is theréby 
made a symptom of the exophthalmic goiter that is present. Without 
the triad, in whole or in part, no diagnosis of exophthalmic goiter can 
be made. With the triad, in whole or in part, a diagnosis is not only 
possible but positive. The presence of secondary symptoms, so-called, 
with the triad in whole or in part, should in the diagnosing of exoph- 
thalmic goiter. arouse the diagnostician’s thought at once to the possible 
existence of a complicating disease. To illustrate, a glycosuria, with 
one or more of the three cardinal symptoms of Graves’ disease, should 
not be complacently passed by as one of the added phenomena of the lat- 
ter disease. It should provoke at once in the mind of the examiner the 
thought that probably a complicating diabetes is present. The other 
indications of diabetes should then be strenuously sought for and, in 
my opinion and as the result of my own observation, such complication 
in most if not in all cases will be discovered. In a word, I would repeat 
and urge that all of these so-called secondary symptoms of exophthalmic 
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goiter—symptoms exclusive of the tachycardia, struma and exophthal- 
mos—be regarded, in every case, with a high degree of suspicion; and 
that, by the discovery of other related and collateral symptoms, they 
be alligned, if possible, with some other associated affection. Not always 
will this be possible. Indeed, it may well happen that in some instances 
—in very many instances—these secondary signs do belong to the direct 
symptomatology of exophthalmic goiter or at least of the thyroid intoxi- 
cation. But nevertheless, I would have the practitioner’s attitude of 
mind, in regard to these secondary manifestations as symptoms of 
Graves’ disease, to be one of strong suspicion. This is a most important 
matter, I believe, from the standpoint of treatment as well as of diagnosis. 

The complications of exophthalmic goiter ofttimes demand a thera- 
peutic régime quite different from that of the latter affection; and such 
a régime may be wholly passed by where a set of symptoms indicating 
virtually a complication is assumed to be but a part of the symptom 
complex of Basedow’s affection. Moreover some diseases like tubercu- 
losis and chlorosis have borne so close a resemblance to exophthalmic 
goiter in some particulars that the mistake has been made of diagnosing 
them as Graves’ disease and so wholly managing them along erroneous 
lines of therapy. Let it be strongly repeated, we should regard cautiously 
all manifestations of exophthalmic goiter not included in the classical 
triad, and should exert our keenest diagnostic skill to allign such 
symptoms with some other possible complicating disease. 

Both the neurotic and thyroid theories of exophthalmic goiter recog- 
nize that the disease is clinically a neurosis. The latter theory assumes 
only the pathological changes in the thyroid gland as the organic element. 
Therefore it may be said, and truthfully I believe, that all organic dis- 
eases whose symptoms are associated with those of exophthalmic goiter 
should be regarded as complications of the latter. Organic heart disease 
may give signs that assure us beyond peradventure that the heart is 
organically or structurally damaged. Such a condition then becomes a 
complication of the neurosis, It is comparatively an easy matter to 
determine the mere complicating character of such an organic, distinct 
trouble as tabes dorsalis, nephritis, arthritis, Raynaud’s disease, for in- 
stance, but it is not such an easy matter always to establish the exact 
origin of an external ophthalmoplegia, a cephalalgia, an epileptiform 
seizure. Here again I would warn the practitioner to turn his mind 
away, when examining a given case showing some or more of the 
cardinal symptoms of exophthalmic goiter, from the Graves’ syndrome, 
and endeavor by the most searching examination to discover other 
symptoms whereon to base a diagnosis of a complicating disease. And 
if this diagnosis be one of an organic affection, he most assuredly has 
a complication of the existing Basedow’s disease, which complication 
may call for a special line of treatment quite otherwise than that 
demanded by the thyroid neurosis. 

In conclusion then, it seems to me reasonable and practical, where 
there is still so much uncertainty, to first, hold rigidly to the classical 
triad, in making any diagnosis of exophthalmic goiter; to secondly, look 





EXOPHTHALMIC GOITER—QUINE. 271 


with strong suspicion upon the so-called secondary symptoms; and to, 
thirdly, allign these secondary symptoms always, if possible, with some 
other less obvious, though present, symptoms for the making of a 
diagnosis of some other disease, functional or organic, which will then 
be recognized as a mere complication or association of the exophthalmic 
goiter, demanding, it may be, its own special mode of treatment. 





THE MEDICAL TREATMENT.OF EXOPHTHALMIC GOITER.* 


Wittram E. Qurvz, M.D. 
CHICAGO. 
REST. 


In severe cases rest in bed is imperative. The rest should include 
body, mind, sight and hearing. Relief from worry and protection from 
disturbing influences of every kind is the beginning of sound treatment. 


DIET. 

General diet is usually allowable and is subject only to the limitations 
of the capacity of the digestive organs and the needs of the body. If 
vomiting and diarrhea exist, such foods only as are applicable in cases of 
catarrhal gastroenteritis should be permitted; and, if there is marked 
glycosuria, the physician is likely to restrict somewhat the use of carbo- 
hydrates. Diarrhea, whether originating spontaneously or produced by 


saline purgatives, is often attended with improvement in the general 
symptoms, 
HYDROTHERAPY. 

A warm bath at night promotes sleep. Excellent authorities recom- 
mend, in violently acute cases, the application of ice bags over the heart 
and over the thyroid gland to subdue circulatory and nervous excitement, 
but such applications have not benefited my patients. In like manner, 
ice caps to the head for the relief of maniacal delirium have proved of 
small value. 

ELECTRICITY. 

This is rarely helpful and still more rarely does it cause permanent 
improvement. Undoubtedly a strong galvanic current, of from twenty- 
five to seventy-five milliamperes, as recommended by Rockwell, with one 
electrode applied over the cervical spine and the other over the heart, 
will sometimes slow cardiac contractions ; but the effect is rarely, if ever, 
lasting. Faradism does no better. 

ROENTGEN RAY. 

This has been mildly beneficial in a few cases, but its use has generally 

peen attended with disappointment. 


ORGAN OTHERAPY. 


Thyroid extract and its equivalents nearly always do harm. In rare 
cases only, and under special conditions, has it failed to do harm. It is 


* Read before Chicago Medical Society, December 12, 1906. 
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contraindicated. Nevertheless it is probably more extensively used to- 
day by the rank and file of the profession than any other agent. Para- 
thyroid extract seems to act in like manner. Thymus extract, in the daily 
dosage of forty to sixty grains, has been used with asserted advantage by 
many eminent clinicians (Mikulicz, Metcalf, Todd, Solis-Cohen and 
others) ; but, nevertheless, patients are quite as liable to get worse under 
its influence as to get better. Adrenal extract has been tried, also, but it 
has never been known to do much good. 


SERUM THERAPY. 


Two kinds of serum have been introduced to the notice of the profes- 
sion: (a) The serum of thyroidectomized animals and (b) the serum of 
animals treated with increasing doses of thyroid extract. Neither of 
these products has furnished uniformly important results. Lanz claims to 
have succeeded in four cases of exophthalmic goiter by giving the milk of 
thyroidectomized goats. In the last two numbers of the New York Medi- 
cal Journal, James Ewing reviews the literature of serum therapy, but 
without showing important progress in a practical direction. 


MEDICINAL THERAPY. 


Iodin usually proves hurtful. The same is true of digitalis and 
strychnin. Belladonna, given in the dose of ten minims of the tincture 
three or four times a day, is recommended by more writers than any 
other medicine ; but to me it seems inferior to some others. Forchheimer 
recommends the employment of hydrobromate of quinin so strongly and 
with such explicit references to its value as to command attention. He 
gives it in the dose of five grains every six hours—sometimes alone and 
sometimes with the addition of one grain of ergotin to each dose. Sali- 
cylate of sodium, in the dose of ten grains, repeated every four or six 
hours, usually subdues symptoms appreciably for a short time, but its 
effects are not lasting. 

Saline purgatives, especially the phosphate and the glycero-phosphate 
of sodium, are of undoubted value. They are recommended by some of 
the most responsible clinicians in the profession, including Kocher; and 
in my own practice improvement of the patient under their use has rarely 
failed to occur. One is tempted to theorize on “elimination” in this 
connection. The salines mentioned are usually prescribed in the dose of 
twenty to forty grains three or four times a day—that is, to the extent 
of causing two to four watery evacuations daily—and their administra- 
tion is continued for six or eight weeks. Of course, they are inadmissible 
if exhausting diarrhea already exists, but a moderate degree of looseness 
of the bowels should be let alone. 

Aside from the saline purgatives, the medicines I have learned to 
rely upon mostly are strophanthus, codein and the bromids. Pulverized 
strophanthus in the dose of one grain, codein, a third or half a grain, 
and bromid of sodium in the dose of twenty grains, each repeated at regu- 
lar intervals three or four times in twenty-four hours, often prove very 
serviceable. It is usual for me to give two of these medicines, but not 
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codein and the bromid, at the same time. Local applications over the 
thyroid are useless. 

I estimate that 60 or 70 per cent. of the cases of exophthalmic goiter 
terminate in recovery under medical treatment. It must be remembered, 
however, that some cases terminate spontaneously in this way, and I have 
witnessed three instances in which the occurrence of pregnancy seemed 
to contribute to the result. Charcot has recorded a similar observation. 
The diversity of medical treatment now in vogue may be accepted as 
evidence that the name “exophthalmic goiter” does not stand for an 
unvarying condition. When medical treatment has been well sustained 
for six months without distinct benefit to the patient, or if the patient 
should get worse under the best medical treatment that can be devised, 
surgical measures must be considered. 





RECTAL DISEASES.* 


F. C. VaANnDERvortT, M.D. 
BLOOMINGTON, ILL. 


In the domain of surgery, no operations give the uniform satisfaction 
and absolute relief to the patient and the surgeon as operations upon the 
excretory outlet of the alimentary canal; in other words, diseases of the 
rectum and anus. Diseases of this region are very common, and the 
newspapers are filled with advertisements of cures for all such conditions. 


Another fact is that most people prefer to suffer with piles, etc., for years 
rather than submit to an operation which will surely give a perfect cure 
and a relief from suffering and annoyances. The fact that these people 
continue to suffer shows that the salves and cure-alls advertised do not 
cure. 


It seems strange that people will refuse an operation that will cure 
them while they wili submit to all sorts of mutilation, running the risk 
of death for other diseases and conditions. The explanation is easy 
perhaps. Diseases of the rectum mostlv do not endanger the life of the 
patient ; hence he clings to his disease rather than submit to an operation 
because he knows that his disease will not kill him, although he suffers 
forty deaths a month from his condition. It is the duty of the physician 
to urge these patients to be properly treated and cured. 

The field of rectal surgery has always been a rich one for the itinerant 
practitioner. The method of injection of carbolic acid has long been in 
vogue and has caused more suffering and fewer cures than any legitimate 
surgical operation. People have a horror of a knife. Why, it is hard to 
understand. In a proper operation the patient is quietly put to sleep and 
usually awakens free from pain and free from the memory of any pain. 
He remains quiet in bed a few days and in a week’s time is out about his 
business affairs. 

In the injection treatment he has to suffer the pain of the needle 
puncture, which is very severe, and also run the risk of sloughing tissue. 


* Read before the De Witt County Medical Society at Clinton, Jan. 8, 1907. 
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This operation may have its uses, but as a routine method it is con- 
demned by all good surgeons. It is unsurgical, non-scientific and un- 
satisfactory to the patient. These operations are listed in the category 
of minor operations. They are devoid of danger to life and are devoid of 
pain and suffering to the patient when properly performed. 

Painful diseases about the anus interfere with the proper elimina- 
tion of the waste products of digestion by causing the sufferer to resist, 
as long as possible, the painful ordeal of an evacuation. This leads to 
retention of poisonous waste products, a reabsorption into the blood, and 
hence an auto infection and a deterioration of the blood, and, lastly, to a 
chronic condition of ill health. Thus, while these diseases do not directly 
cause death, they lead to a slow and premature death. 

The common diseases of the rectum are hemorrhoids, or piles, fistule, 
fissures, ulcers and eczema, or sometimes called itching piles. The latter 
is one of the most annoying afflictions to mankind. If it be an eczema it 
is easily and quickly cured by the application of a tar ointment. Unless 
we can discover the cause of this intense itching we will fail to cure our 
patient. We may find small shot-like thrombotic piles, upon the removal 
of which we give relief. Sometimes it is a pure neurosis and obstinately 
refuses to quit at any treatment. General treatment along common- 
sense hygienic methods will give most relief. A paroxysm of itching is 
as unbearable as a paroxysm of pain. Be careful not to promise a 
cure in a case of itching piles when you can not find any 
physical cause. There are two varieties of hemorrhoids—internal 
and external—the one internal to the sphincter, the other external to 
it. The latter are treated by an incision of the swollen vein and turning 
out of the blood clot. This is a simple operation and does not neeessitate 
going to bed. The treatment of internal piles requires a rest in bed for 
a few days. Usually a patient may be up and out at his business in a 
week or ten days. The methods of treatment are legion, ranging from 
an injection with hypodermic syringe of carbolic acid and glycerin to the 
Whitehead operation. The latter consists in a complete removal of all 
the pile-bearing tissue around the anus. It is now almost universally 
condemned, as it results in a stricture, which condition is worse than the 
first. There is the ligature method, the oldest of all; also the clamp and 
cautery and excision methods. Any of these last three operations will 
cure the case if skillfully performed. I would not go to London, to St. 
Marks and to Gordon, to acquire methods in vogue, but I would to see 
and diagnose cases. The method used in both the above hospitals is by 
ligature. They do not care how long the patient remains in the hospital, 
nor how much pain he suffers. They are all charity cases. In the post- 
graduate hospital in New. York City, where Gant holds forth, they use 
only the clamp and cautery method. Pratt cuts the tumors out and lets 
them bleed. I have used a method that is a combination. I dissect up 
the pile, clamp, cut off the bunch of veins and cauterize the stump. This 
prevents bleeding and there is no pain following, and the recovery is 
rapid. With this operation it is hard to keep the patient in bed for two 
days. They always say that they wish they had had the operation long 
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ago and avoided the suffering. All of the methods include the stretching 
of the sphincter. 

Fistula is quite a common disease about the anus. This disease usually 
follows an ischio rectal abscess. These abcesses are rapid in their de- 
velopment and progress, because of the loose nature of the tissue in this 
region. Often they are caused by some seed or irritating particle making 
its way through the mucous membrane lining the lower bowel, giving rise 
to an infection and abscess. These abscesses should be opened early and 
freely so as to drain out the pus and thus avoid burrowing in all direc- 
tions. This disease is not usually considered serious, but a patient died 
in Bloomington last fall from the general debility and exhaustion of a 
large burrowing abscess of the ischio rectal region. In some cases the 
sphincter ani should be cut, sinuses scraped and packed with gauze daily 
until they heal from the bottom. When these sinuses fail to heal and 
form openings upon the skin surface they form fistule and are con- 
stantly discharging, causing the patient much annoyance and incon- 
venience. To cure these we must resort to a surgical operation. The 
fistule must be laid open to the bottom and scraped and be kept packed 
with gauze until they heal from the bottom. Sometimes the anal region 
will resemble a starfish after it has been incised. It will require two or 
three weeks to heal these wounds, but the patient will not have to remain 
in bed the whole time. The results are very satisfactory in these opera- 
tions. 

A fissure or painful ulcer is a crack in the mucous membrane within 
the grasp of the sphincter. It is a small affair, but is of much impor- 
tance because it is very painful. Every time the patient has a bowel 
movement he will suffer paroxysms of pain which, in time, will cause 
nervous prostration. He will avoid having an operation of the bowels 
as long as possible in order to avoid the suffering and pain. The diag- 
nosis is made out from the above-named symptoms. To cure this, pro- 
foundly anesthetize your patient and stretch the sphincter muscle until 
you have temporarily paralyzed it. Keep the crack clean and apply some 
antiseptic wash, and by the time the muscle has recovered its contractility 
the fissure will be healed. I ought to say these patients can not even 
be examined for this disease without an anesthetic. 

Of the less common diseases is carcinoma or cancer. Not only is car- 
cinoma one of the most terrible scourges of mankind, but the rectum is 
one of the commonest situations for its manifestation. This is what an 
English writer says. Perhaps in our country statistics would hardly war- 
rant the statement that the rectum stood second to the female breast as a 
seat for carcinoma. These cases may occur anywhere from the age of 16 
to 75. The other main features upon which the symptoms depend are, 
first, invasion of normal tissue by new growth; second, reactionary infil- 
tration, and, third, ulceration. The order of the symptoms is as follows: 
first, either ulceration or stricture; second, the invasion of surrounding 
tissues which will finally terminate in perforation of the rectal wall. 
Pain is not an early symptom. It comes with the obstruction and strain- 
ing at stool. There is a fulness in the anal region, with painful defeca- 
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tion. Frequently there comes an uncontrollable diarrhea, very offensive 
in odor, mixed with blood, pus and muco-pus. At times severe hemor- 
rhages may occur. An examination at this time will perhaps reveal the 
presence of the growth. Allingham was of the opinion that the difficulty 
of passing flatus without a motion following, the peculiar odor of the 
discharge and the waxen pallor of the face were three highly significant 
features of rectal carcinoma. If low in the rectum the finger will touch 
the hard mass, which may bleed upon being touched. A diagnosis must 
be made from scybola, or enlargement and protrusion of neighboring or- 
gans. The prognosis is unfavorable. Some relief may be had by cutting 
away the mass. Excision of the rectum is a difficult and unsatisfactory 
operation. The most relief is obtained by doing a colostomy and making 
an artificial anus in the left side. This relieves the constant pain and 
irritation of the passage of fecal matter over the mass. I have seen sev- 
eral people quite comfortable and happy two years after such an opera- 
tion. Fortunately we do not meet with these cases very often, but, as 
they come in the domain of my subject, I have taken opportunity to men- 
tion them in this brief discussion. 





NON-TUBERCULOUS VILLOUS ARTHRITIS. 


Epwin W. Ryerson, M.D. 
Professor of Orthopedic Surgery, Chicago Policlinic; Orthopedic Surgeon, Cook County 
and St. Elizabeth’s Hospitals; Associate in Surgery, Rush Medical College. 

Villous growths of the synovial tissues occur in several distinct condi- 
tions, such as joint-tuberculosis, arthritis deformans, syphilis and tabetic 
(Charcot) joints. They may also arise after injuries, probably in conse- 
quence of relaxation of the capsule due to muscular atrophy. Max Schuel- 
ler believes that a constant organism, called by him the dumb-bell bacillus, 
is responsible for practically all of the cases in which none of the above 
constitutional or traumatic causes exists. He has christened this disease 
chronic villous bacillary polyarthritis. If we accept Schueller’s conclu- 
sions, and there is every reason for so doing, we at once place his disease 
in the large class of the infectious arthritides. It is rather remarkable 
that Schueller, in his classification of joint diseases, does not give the 
infectious arthritides a separate place of their own. Schueller’s disease is 
polyarticular, usually involving many joints in the same individual, and 
his picture of the typical case closely resembles that of the familiar 
atrophic form of rheumatoid arthritis. 

The present paper deals only with that variety of villous arthritis 
which has no such constitutional cause as arthritis deformans or tabes, 
and which is presumably not due to bacterial infection. Painter and 
Erving have shown that it is a fairly common disease. It attacks, by 
preference, single large joints in the individual and usually has a definite 
history of previous traumatism. It is a disagreeable and more or less 


* Read at the annual meeting of the Chicago Orthopedic Society, Dec. 13, 1906. 
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disabling affection, can be palliated by simple methods of treatment and is 
completely curable by operation. 

The pathologic findings in the synovial tissues can be divided into two 
classes: first, simple hypertrophic reduplications or folds of the synovial 
joint lining, usually composed largely of fatty tissue, mixed with more or 
less numerous strands of fibrous connective tissue; second, actual masses 
of pedunculated villi, branching out like a bunch of grapes and springing 
from the synovial membrane at one or many points in its surface. The 
latter class is also largely composed of fat in the ordinary case. Lipoma 
arborescens, described by many writers, is probably to be included in this 
category, when it is not of tuberculous origin. None of my small series 
of operated cases was examined pathologically for the bacillus of Schuel- 
ler, and I am, therefore, not in position to state whether or not they could 
have been due to his dumb-bell bacillus. As they all, however, followed 
sprains or bruises, none of which could possibly have infected the joints, 
directly or remotely, it seems as if any such bacterial origin for the trou- 
ble is unlikely. The larger joints are most apt to be involved, especially 
the knee. Three of my cases were of the ankle and one of the elbow. The 
knee cases numbered six. Adults are usually the sufferers, and during the 
third and fourth decades of life. 

The onset of the trouble is gradual, and is characterized by a slowly- 
progressing sense of fulness in the joint, with increasing difficulty in 
carrying out the full range of motion. There is never the slightest ten- 
dency toward spasmodic contraction of the muscles, such as is seen in all 
cases of joint tuberculosis, and there is no pain, except when one of the 
folds or villi is caught and pinched between the articular surfaces of the 
joint. At such times a slight acute synovitis with effusion may be excited, 
but rarely. The pain caused by this pinching is not nearly as severe as in 
derangement of the semilunar cartilages, and the point is never “locked” 
as it is when a bit of the cartilage or a solid loose body is caught in the 
same way. There is never any fever, local heat or redness, and the joint 
is not tender, except to deep pressure over the villous masses. Localized 
swelling is nearly always seen, and the villous masses can frequently be 
plainly felt and rolled under the finger. In the extreme cases the whole 
capsule may be filled up and markedly distended. This is rare. 

The treatment of the milder forms is fairly effective and consists of 
the application of narrow adhesive-plaster straps, criss-crossed over the 
joint so as to exert considerable pressure. They should not surround the 
entire limb, and in the knee, for instance, should extend from just below 
the insertion of the hamstrings upward diagonally across the knee to the 
plane of the other hamstring, each strap being overlapped by another 
until the whole front of the knee is covered. 

This dressing should be replaced, as soon as it loosens, with fresh 
strapping, the zinc oxid rubber adhesive plaster being the best for the 
purpose. I have not yet cured any one hy this method, but it always 
gives much comfort and relief, and the villous masses have certainly de- 
creased in size in several of my patients after six or seven weeks of 
strapping. 
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Operation offers the surest means of cure, but it is not to be under- 
taken without a deep sense of responsibility. Only a few of the patients 
are so much disabled as to really demand it, and the danger of opening 
a knee joint, even under the best hospital routine, is always considerable. 
In this particular operation it is even greater than in many other arthrot- 
omies, because of the difficulty of hemostasis. A knee joint which has 
been operated on and which has filled up with blood from capillary oozing 
offers a much more inviting soil for bacterial invasion than an empty 
joint. After a large number of villi or synovial folds have been excised 
it is practically impossible to control the hemorrhage. I do not like to 
leave many ligatures in any joint, no matter of what material they may 
be made. The actual cautery is too dangerous, and even hot water may 
cause trouble unless very carefully used. If it is cool enough to do no 
damage, it is usually too cool to stop the bleeding entirely, although it 
always helps somewhat. Chemical astringents are undesirable, and their 
action is transitory. I have relied chiefly upon twisting such vessels as 
could be grasped with the hemostatic forceps, squeezing with heavier pedi- 
cle forceps any surfaces which were oozing, douching with hot sterile water 
at 115° F. and exerting considerable elastic pressure around the joint, 
by tight bandaging over pads of wool for twelve hours. This has so far 
been sufficient, in my hands, to prevent any great postoperative disten- 
sion by blood, and I recommend it for trial by others. 

The operative technic can perhaps be shown more clearly by the report 
pf the following case: Mrs. M. D., aged 26, two children. Has been 
operated on for the cure of lacerated cervix and perineum. About four 
years ago had some kind of trouble in right knee and was operated on 
under a diagnosis of internal derangement of the knee, as nearly as she 
can remember. 

Over a year ago she had a slight discomfort in right knee, slowly 
growing worse until it now hurts her severely to go up and down stairs. 
At times the knee becomes partially locked, not with the severe and sud- 
den complete fixation seen in displacement of the semilunar cartilages, 
but with considerable acute pain, such as might be produced by squeezing 
a fold of the skin between strong fingers. There is a sensation of con- 
stant fulness of the joint, and it has lately seemed a little swollen. There 
is never any pain when the joint is at rest, except directly after one of the 
attacks of “locking.” At times there is a slight grating in the joint, but 
this is very infrequent. 

Examination showed a somewhat swollen knee, with an old scar at the 
inner edge of the patella. Flexion was limited to a right angle. Com- 
plete extension was possible. These passive movements apparently cause 
very little pain. As the knee is flexed the swelling becomes more marked 
and is seen, especially at the level of the upper half of the patella, bulging 
away from it on either side. It feels semi-solid and does not fluctuate. 
The patella is floated up from the condyles to a slight degree. The pre- 
tibial triangle is normal. A tender area exists to the outer side of the 
patella over the edge of the condyle, and a small mass three-quarters of an 
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inch in diameter can be distinctly felt. It is movable and tender and 
feels like a loose body in the joint. An indefinite thickening, apparently 
capsular, is present over the entire joint, particularly noticeable at the 
lower half of the joint. The upper border of the capsule can not be dis- 
tinguished, even upon attempting to squeeze the joint contents upward. 
Elevation of the leg likewise fails to distend the upper part of the cap- 
sule. There is evidently little or no fluid in the joint. There is no ele- 
vation of local or bodily temperature. Knee-jerks are normal. There 
are no sensory disturbances ; no signs nor history of syphilis; no evidence 
of tuberculosis in lungs nor glands; no enlargement of inguinal glands 
on either side; no grating or crepitation in the joint. 

A diagnosis of villous arthritis was made and the patient admitted 
to the Policlinic Hospital. With the assistance of Dr. F. R. Morton and 
Dr. C. M. Cline, the joint was opened by a longitudinal incision at the 
outer border of the patella. The outer surface of the capsule looked per- 
fectly normal, but on cutting through it a large mass of fatty folds and 
villi at once extruded. The small mass felt at the outside of the patella 
could not be found and was evidently merely a part of the general hyper- 
trophy. The villi and the fatty masses were removed partly by twisting 
out with forceps (to avoid hemorrhage) and partly by excision with 
curved scissors. About five ounces of tissue was removed. The capsule 
was cleaned out thoroughly, the bleeding checked with hot water and tor- 
sion, and the incision sutured in layers, first the capsule, then the latera! 
ligament of the patella and then the skin. The wound healed painlessly 
by first intention, and the patient left the hospital on the fifth day, wear- 
ing a posterior plaster of Paris gutter splint. She was advised to remove 
the splint on the seventh day and to flex the leg freely, but through a 
misunderstanding she failed to do this. On the fourteenth day she was 
visited for the purpose of removing the horsehair skin suture, and the 
joint was found practically immovable. Two days later she was anes- 
thetized with nitrous oxid gas and the knee was forcibly flexed. The 
adhesions were surprisingly firm for so short a time, and a good deal of 
force was required to break them up. For a day or two she complained 
of slight discomfort on walking, but this soon passed away and she has 
had no further trouble. The knee has the full range of motion and seems 
in every way normal. This case represented a villous hypertrophy to- 
gether with a lipomatous degeneration of the synovial tissue lining the 
capsule. It was not a true lipoma arborescens. I greatly regret that the 
specimen was not examined for Schueller’s dumb-bell bacillus. 

It will be seen that it is of great importance to begin passive motion 
early to prevent the adhesions which gave so much annoyance in this 
instance. Walking can begin a day or two after the operation, if neces- 
sary, but I much prefer to have the patient stay in bed at least five days 
without bending the joint. No attempt should be made to attain the full 
range of motion for ten days, only enough flexion being allowed to pre- 
vent short and strong adhesions from forming. At the end of two weeks 
all motions should be insisted upon. 
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SOME POINTS IN THE ANATOMY OF THE TEMPORAL BONE 
TO BE CONSIDERED IN CONNECTION WITH MASTOID- 
ITIS FOLLOWING ACUTE SUPPURATIVE 
OTITIS MEDIA.* 


J. Horincer, M.D. 
CHICAGO. 


To open an empyema of the mastoid process without complications is 
one of the simplest surgical operations. The anatomical conditions are 
in short as follows: The pus gathers in one or several large terminal 
cells which often are covered by a thin plate of bone only. The first stroke 
of the chisel drains it, in case perforation did not previously give it an 
outlet under the periosteum. But here is the first difficulty. Should 
you now curette? Certainly, if the bone is diseased. But if it 
is healthy an anatomical and physiological consideration gives the 
answer. The cells vary in size from a pea to a large hazelnut. They com- 
municate with the central cell, called the antrum, but not with each other 
except through the antrum. They are lined with a mucous membrane, 
and act as reserve air tanks, for the middle ear. In acute inflammation 
of another mucous membrane, say of the nose, would you curette the 
interior of the nose in an acute coryza? The only difference is, that in the 
cells of the mastoid the secretions are not drained. Why should you. 
therefore, destroy an acutely inflamed mucous membrane which later on 
has to resume its function? We must follow up the cell we first opened 
to its origin in the antrum, whence a number of other similar cells ema- 
nate with their narrow necks. Their terminal enlargement might also be 
filled with pus. 

I shall follow the plan of starting from the periphery and advancing 
towards the center like we proceed in the operation. The next anatomical 
point in the periphery of our domain is the interesting relation of the 
mastoid cells to the surrounding diploé of the temporal bone. There is 
no dividing line between the two. An acute suppuration may transgress 
the cells, advance between the inner and outer plate of the skull, and 
appear under the periosteum and skin in distant locations. 

In 1894 in the Eye and Ear Infirmary I opened an abscess over the 
occiput the size of half a hen’s egg. The outer plate was perforated and 
I followed the discolored diploé chiseling a groove, which lead in a some- 
what irregular line to a large suppurating cell in the mastoid process. 
Another such favored route of these suppurations of the diploé leads 
forward to the zygomatic process and in the neighborhood of the eye. In 
some, though exceptional cases, the cells may extend that far. 

Secondary demarkation and exfoliation of pieces of bone, weeks and 
even months after an operation may be the consequence, if you fail in 
tracing these paths. Furthermore, they may give an explanation for some 
distant abscesses of the brain, because such an overlooked focus in the 
deploé may later on perforate inwardly just as well as outwardly. 

This leads us to endocranial complications in general, They are not 


* Read before the joint meeting of the Chicago Medical Society and the Chicago 
Laryngological and Otological Society. 
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by far as frequent in acute as in chronic suppurations, therefore I shall 
not lose much time about them. There are three main points from 
which they start, which constitute the thinnest portion of the hony walls 
of the cells. They are often transparent in these places, or even per- 
forated to a smaller or larger extent. We find them on the roof of the 
drum cavity and the antrum, secondly on the cells around the lateral 
sinus, thirdly at the floor of the temporal bone on both sides of the 
incisura mastoidea. 


Extra dural abscess, pachymeningitis and brain abscess of the tem- 
poral lobe start from the tegmen tympani and antri. Extra dural ab- 
scesses, diseases of the sinus with pyemia, pachymeningitis and abscesses 
of the cerebellum emanate from the second area. What we call Bezold 
mastoiditis is propagation of the pus into the fascias of the neck, starting 
from the third point of least resistance, which is on both sides of the 
incisura mastoidea. At this very point I must not fail to draw your 
attention to the location of the facial nerve which passes in a vertical 
direction through the deeper interior part of those cells. It is very easily 
injured by promiscuously curetting. 


We arrive at the antrum after finishing the periphery. The use of 
the curette must be avoided here for two reasons. Firstly, there is great 
danger of dislocating the short process of anvil from its attachment. 
Being detached it acts as a foreign body in the middle ear. Secondly, 
because we expect that the acutely inflamed mucous membrane should 


later on resume its function, and therefore must not be injured unneces- 
sarily. These points based upon anatomical considerations are indispen- 
sible for good and quick results. As such I consider recovery within two 
to three weeks, normal hearing, and no suppuration. At the same time 
by doing as above stated we avoid injury to the facial nerve and posterior 
semicircular canal, both of which project from the medial side into the 
cavity of the aditus. It is not possible to injure these parts if you keep . 
to the lateral wall of the aditus and antrum. The medial wall is very 
rarely diseased in acute mastoiditis. 

Attention was drawn to another important anatomical point ver) 
recently. Permit me for better illustration to cite the history of a case. 
A man examined about three years ago at Alexian Brothers Hospital 
had the typical walk and speech of one who was under the influence of 
liquor . He assured me however that he had not touched any since the 
Friday previous, when he was seized with a severe attack of earache. The 
next day a paracentesis was made. Sunday he was worse, complaining 
especially of headache. When I saw him Monday I made a diagnosis 
of meningitis. Tuesday he died. At the postmortem we found streaks 
of pus along the blood vessels on the inside of the dura of the base of 
the skull radiating from a yellow bag of pus in the dura of the posterior 
surface of the pyramid of the temporal bone. This bag was the saccus 
endolymphaticus. The pus had perforated into the labyrinth and fol- 
lowed the aqueeductus vestibuli. It has been advocated to raise the dura 
of the posterior surface of the pyramid in such a case and explore the 
aqueeductus and the saccus endolymphaticus. 
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Finally we have to say a few words about the individual variations, 
the racial variations and the variations at different ages. It is a fact that 
one individual has a great number of large cells in his mastoid, another 
only a few small ones, and another none at all. Between the extremes 
there are all the different transitions. It is hard to ascertain before an 
operation whether we will have to expect large or small cells, or, as it is 
called, whether a mastoid process is pneumatic or not. There is one 
point which has been made and denied repeatedly. A few experiences have 
of late influenced me rather in its favor. The general form of the skull 
is of great value in the judgment whether or not we have a pneumatic 
process and especially whether the sinus and the dura come close to the 
middle ear and external canal. Long narrow skulls, dolichocephalic skulls 
have pneumatic processes oftener than the brachycephalic or round skulls. 
In round skulls the external canal is proportionately longer, that is the 
ear lies deeper. To make matters worse we often find no cells at all so 
that the sinus and dura are very close to the external meatus, and the 
middle ear. 

The differences in the development of the cells at different age of an 
individual are equally great. In the new born there is only a small 
antrum and no cells. At the age of six there are cells of considerable 
size. So that between one and six years the whole system of cells develops. 

Nothing was said about the bulb of the jugular vein and a number 


of other anatomical points. The purpose of this paper is fulfilled if I 
succeed in leaving the impression that, while often a mastoid operation 
is nothing but draining a superficial abscess, we have no possibility to 
decide, in advance, what anatomical difficulties will present themselves in 
the course of the operation. 





THE DIAGNOSIS OF TRAUMATIC RUPTURE OF THE 
ABDOMINAL VISCERA.* 
D. N. ErsenpratH, M.D. 
CHICAGO. 


tn the examination of a patient for a suspected rupture of the abdomi- 
nal wall or one of the viscera, two questions present themselves: First, 
has any viscus been injured? Second, if so, which viscus or viscera? 
Surgical intervention is indicated in every case, if the patient’s condition 
is such as to permit of an operation. In order to be of any benefit, how- 
ever, the operation should be performed within the first twelve hours. 
[It is for this reason that it is necessary to make the diagnosis’ as early 
as possible. A single examination will often not be sufficient. It is best 
to examine the patient at short intervals, say of an hour, in order to 
watch any changes in the general condition and the gradual appearance 
of such local signs as are indicative of visceral injury, such as muscular 
rigidity, tenderness, etc. In the examination of such a patient it is 


* Read at the meeting of the Chicago Medical Society, Oct. 31, 1906. 
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advisable to follow a more or less fixed routine. This can be divided 
into four parts: 1, The history of the accident; 2, the general condition 
of the patient; 3, the local examination of the lower portion of the 
thorax and of the abdomen itself; 4, the search for symptoms of injury of 
individual viscera. 

1. The History of the Accident—Forces which could cause rupture 
of the abdominal wall or viscera act either directly upon the organ in- 
jured or upon the entire abdominal contents. The former is known as 
circumscribed, the latter as a diffuse force. It is of some importance to 
ascertain the exact mode of injury. As examples of a circumscribed, 
i. e., quite localized, force may be mentioned kicks or blows, blunt objects 
thrown at the abdomen, such as a brick or hammer, a fall across a board 
or some similar substance. Such a circumscribed force is more likely to 
cause a rupture of a hollow viscus, like the stomach, intestine, gall blad- 
der or urinary bladder. Examples of diffuse force are, being run over, 
crushed between two objects, ete. A diffuse force will, as a rule, be more 
likely to be followed by a rupture of a solid viscus, like the spleen, liver, 
pancreas or kidney, or by a laceration of the abdominal muscles. There 
are, of course, exceptions to these facts; for example, in two cases of my 
own, of rupture of the bladder, the injury followed a crushing force. In 
one the patient was caught between two street cars moving in opposite 
directions. In the other the patient was run over. In both, the accom- 
panying condition was a fracture of the pelvis. A third indirect mode 
of injury is after a fall upon the head, buttocks or feet. The organ fol- 
lows the line of force and is torn during the recoil. 

2. General Condition of the Patient.—This is the second factor to be 
considered in making a diagnosis. Clinically, we encounter five classes 
of cases: (1) Those with such marked primary shock symptoms that 
the patient does not improve, but death follows a short time after the 
injury. 

(2) Those who show marked signs of shock immediately after the 
accident and do not improve, their symptoms gradually becoming those 
of internal hemorrhage. These patients either die in a few minutes or 
hours or the signs of internal hemorrhage persist, so that a diagnosis of 
bleeding into the free peritoneal cavity or retroperitoneal tissue can be 
made. Jn a recent case of the writer’s, of fracture of the pelvis with 
rupture of the bladder and laceration of one of the iliac vessels, the per- 
sistence of the symptoms was thought to be due to shock, but were, in 
reality, the result of internal hemorrhage. 

(3) Patients who have suffered from shock before being seen, but 
whose general condition is so unchanged at the time of examination that 
no viscera] injury is suspected until the symptoms of a beginning peri- 
tonitis or of a gradually increasing anemia appear to direct attention to 
the abdomen. In such cases an exact history of how the injury occurred 
will often cause one to watch for abdominal symptoms. To this class 
belong those cases of injuries of the thorax, such as fractures of the ribs, 
contusions of the lung, etc., in which the thought of a possible abdominal 
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injury has not occurred to the physicians in charge until persistent vomit- 
ing or other signs of peritonitis or internal hemorrhage show themselves. 

(4) Cases in which there are such marked primary shock symptoms 
that one would positively expect serious visceral lesions. The symptoms 
disappear and nothing is found to explain them. 

(5) Patients who have sustained an abdominal injury through the ac- 
tion either of a circumscribed, diffuse or indirect force and have shown 
no symptoms immediately after the accident. 

After a variable interval, however, from 48 hours or to ten days, 
symptoms appear which indicate that a serious visceral lesion has been 
overlooked. If a clot has become dislodged, the symptoms are those of 
internal hemorrhage. If a contusion of the intestinal wall has occurred, 
it may result in perforation, or a tearing off of the mesentery may be fol- 
lowed by gangrene and the symptoms of peritonitis may appear the sec- 
ond or third day. If there has been extravasation of urine or blood 
around a ruptured kidney or around an extraperitoneal tear of the blad- 
der, the symptoms of sepsis may appear some days after the accident. 

Under shock symptoms are understood pallor of the skin and visible 
mucous membranes, rapid, weak pulse and respiration, cold clammy 
sweat, stupor or unconsciousness, lowering of blood pressure, dilated 
pupils and vomiting immediately following the accident. In making an 
examination of the general condition of the patient, one should note 
whether the above symptoms of shock are present or absent. In case they 
are present and persist for more than a few hours, one must look for local 
signs of visceral injury. If the patient does not react from the shock, 
one must look for some cause in the abdomen. Extreme pallor, a weak, 
rapid pulse with but little tension, thirst, restlessness, shallow respirations 
and a decrease in blood pressure, as determined by the Riva Rocci instru- 
ment, indicate internal hemorrhage. If such is the case, it may be im- 
possible to distinguish the condition of internal hemorrhage from shock, 
except by the absence of unconsciousness, cold clammy skin and dilated 
pupils. There are cases reported in which both the symptoms of shock 
and internal hemorrhage appeared immediately after the accident, so that 
it is impossible to distinguish between them until some hours had passed 
and the hemorrhage symptoms predominated. If the condition is due to 
hemorrhage, the patient becomes paler, more apathetic and somnolent, 
the pulse gets smaller and more rapid and the respiration shallower, even 
when there is no peritonitis present. The writer has, on the other hand, 
seen a number of cases of severe intraperitoneal hemorrhage in which the 
pallor was not a noticeable feature, the primary anemia having been par- 
tially recovered from. These exceptions are particularly mentioned to 
emphasize the facts that in some cases it is almost impossible to make a 
diagnosis before operation and that too much reliance should not be 
placed on the presence or absence of any one symptom. 

3. Local Signs of Injury.—Examination of the skin and abdominal 
wall. In injuries of the abdominal wall or viscera with but slight or no 
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external signs, one should note the presence of an accompanying fracture 
of the lower ribs or of cutaneous hematomata. In the same manner, the 
presence of a palpable gap in the abdominal muscles, with or without 
the appearance of a swelling having all the characteristics of a hernia, 
is of value. From an experience of fourteen cases of traumatic rupture 
of the abdominal viscera or wall with slight or no external signs, I have 
come to regard the presence of muscular rigidity, of localized or diffuse 
tenderness, of pain on pressure and of dulness in the flanks or above the 
pubes as the most important local signs. The rigidity is of special value, 
if it is most marked over the point of injury and can be observed to in- 
crease in extent from hour to hour. This is also true of tenderness on pres- 
sure. The muscular rigidity is due to a reflex contraction of the abdomi- 
nal muscles, called the “defense musculaire” by French surgeons. It is 
one of the most characteristic symptoms and is quite marked at an early 
stage over the injured viscus. This is also true of the pain and the ten- 
derness on light pressure, which usually accompanies the rigidity. These 
symptoms are indicative either of peritoneal irritation due to the pres- 
ence of blood or of peritonitis due to the escape of bowel or bladder con- 
tents. This rigidity and tenderness gradually extends over the entire 
abdomen. The steady increase in pulse rate and in the degree of tympan- 
ites and the onset of vomiting, etc., soon show the presence of a com- 
plicating peritonitis. If pain is due to injury to the abdominal wall 
alone, muscular rigidity is never as marked and passes away in a few 


hours, especially after the use of hot applications as recommended by J. 
C. Hubbard.* 


In the early hours after an injury, especially in those cases in which 
there are practically no signs of shock or of internal hemorrhage, one 
ean detect dulness in the flanks or above the pubes. Such dulness, if it 
changes to tympany when the patient is turned upon the opposite side, 
means free blood or urine in the peritoneal cavity. If the dulness is only 
above the pubes and does not vary with change of position, it is due to 
an extraperitoneal rupture of the bladder. Unfortunately such free fluid 
can seldom be demonstrated at an early stage, owing to the muscular 
rigidity. At a later stage, its presence is often obscured by the tympan- 
ites. I have found it most often above the pubes in intraperitoneal hem- 
orrhage. 

4. Symptoms of Injury of Particular Viscera.—A convenient divi- 
sion for the purpose of diagnosis of the symptoms of injury of the indi- 
vidual viscera is: (a) Those cases in which symptoms of injury of the 
alimentary canal predominate; (b) those in which symptoms of injury of 
the urinary organs predominate; (c) those in which signs of internal 
hemorrhage predominate. 

(a) Symptoms of injury of the alimentary canal: 

(1) Vomiting.—Nausea or vomiting, continuing for some hours after 
the receipt of an injury, are very characteristic signs of the presence of an 


1. Boston Medical and Surgical Journal, April, 1906. 
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injury to the stomach or small intestine. If the vomitus contains blood, 
it indicates an injury to the stomach. If the vomiting is bilious in char- 
acter, a wound of the small intestine should be suspected. This recur- 
rence of vomiting has come to be regarded as the most valuable sign of 
intestinal injury. 

(2) Obliteration of the Liver Dulness.—This sign, if present in the 
form of tympany, replacing a normal hepatic dulness, is of great value. 
Unfortunately, however, it is rarely present, so that but little weight can 
be placed upon its absence. 

(3) Presence of Evidence of Free Fluid in the Peritoneal Cavity.— 
As was stated before, the presence of free fluid in sufficient quantities to 
permit of its detection by percussion is so rare in the early hours of a 
stomach or intestinal injury as to be of little value. If, however, a 
changing line of dulness in the flanks and above the pubis can be found, 
it is indicative of such visceral perforation. One must, however, exclude 
the possibility of intestinal coils full of fluid feces and the possibility of 
frec hemorrhage giving rise to the same signs. The most typical symp- 
toms, aside from the recurrence of vomiting and of increasing rigidity 
and tenderness at an early stage of gastric or intestinal perforation, are 
the gradual rise in the pulse rate and the presence of an increasing leuco- 
cytosis. If an increase in the pulse rate is not due to primary shock or 
hemorrhage, such a rise is strongly indicative of a beginning peritonitis. 

(4) Tympanites——If, in a patient who has sustained an injury of 
the abdomen in any of the modes above described, there is a gradual in- 
crease in the distension of the abdomen and in other symptoms, such as 
inability to pass flatus, there can no longer be any question as to the 
existence of a perforation. As was stated above, in the majority of cases, 
a diagnosis made when tympanites is marked is of comparatively little 
value from an operative standpoint, since septic paresis of the intestines 
is already well advanced. The passage of blood with the bowel movement 
is also a positive sign of intestinal injury. If black and tarry in charac- 
ter, it indicates hemorrhage high up toward the stomach or the duo- 
denum. If fresher in color, it indicates hemorrhage lower down. If the 
mesentery is torn from the bowel or an area of contusion in the wall of the 
gut, with subsequent sloughing, has resulted from the accident, the symp- 
toms of peritonitis will not appear so early. The secondary perforations 
or gangrene of the bowel will cause symptoms after 12 to 48 hours. If 
perforation occurs suddenly, the onset may be as acute as in a typhoid 
perforation. 

(b) Symptoms of Injury of the Urinary Organs.—These vary with 
the degree of the injury. In rupture of the kidney the most characteristic 
symptoms are the following: (1) Pain in the lumbar region, usually of 
a severe boring character. The pain often radiates down the ureter to 
the testis of the same side, as in a typical renal colic. (2) Tenderness on 
pressure either from in front or directly over the kidney region from 
behind. (3) A gradually increasing swelling over the renal region of one 
side, causing some dulness in the corresponding flank. Such a tumor 
may be the result of extravasated blood or of urine or both. 
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(4) Hematuria.—This varies greatly. It may be quite severe and 
persist for a number of days and then gradually diminish in amount. 
Again, blood may only be demonstrable by the aid of the microscope. 
Hematuria may, at times, be absent and yet extensive laceration of the 
kidney may have occurred, as in a recent case of my own, in which there 
was pulpification of the kidney, as a result of a crushing injury, without 
any blood in the urine. The ureter was blocked by a large clot, so that 
no hematuria occurred. 


In order to state positively that hematuria is from the kidney, the 
bladder should be washed out and some of the irrigating solution left in 
the bladder. This rapidly becomes tinged with blood, as the latter escapes 
from the ureter and passes through the catheter, which has been left in 
place. In some cases, the above symptoms of injury to the kidney may 
be accompanied by evidences of displacement of the kidney, as deter- 
mined by palpation of the abdomen. 


There is an injury or rupture of the kidney which requires special 
mention. It is called intraperitoneal rupture of the kidney and occurs 
most frequently in children, in whom the peritoneum over the kidney is 
very thin and easily torn. This may also occur in adults. In this form of 
renal injury, hemorrhage occurs directly into the general peritoneal cav- 
ity instead of into the retroperitoneal tissues, giving rise to -symptoms 
which resemble, in every particular, the symptoms of internal hemorrhage 


due to rupture of the spleen or liver and can not be differentiated from 
the latter before operation. It is impossible to diagnose an injury of the 
ureter until a tumor forms along the course of the ureter, accompanied 
by diminished secretion of urine and hematuria. 


Injuries of the bladder may be intra- or extra-peritoneal. In extra- 
peritoneal tears, there are evidences of dulness above the pubis, the area 
of dulness not changing with change of the position of the patient; or 
there is bulging toward the rectum at the base of the bladder to be felt 
per rectum. Intra-peritoneal ruptures of the bladder can not be differen- 
tiated as such, except when symptoms of peritonitis appear. A diagnosis 
at this time, as was stated before, is of comparatively little value from an 
operative standpoint. In both extra- and intra-peritoneal ruptures of the 
bladder, the catheter can be easily passed into the bladder. The urine is 
slightly blood tinged, much less than in injuries of the kidney, and the 
quantity of urine obtained is very small or there may be none at all. 


The injection test for perforation or rupture of the bladder is but 
little to be relied upon. This test consists in inserting into the bladder 
a definite quantity, usually from four to six ounces, of sterile water. If 
the bladder is perforated, the greater portion or all of this leaks out into 
the peritoneal cavity or into the extra-peritoneg! tissue, and a smaller 
quantity than was put in returns through the catheter. This test is un- 
reliable, because the tear or perforation may be valve-like in character, 
allowing but a small quantity to escape or the urethra may be torn at the 
neck of the bladder. The most reliable signs of injury of the bladder at 
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an early stage are (a) the history of and the location of the injury; (b) 
the presence of practically no urine in the bladder when catheterized, and 
then bloody and in small quantity; (c) the pain over the bladder; (d) 
the constant desire, but inability to urinate. When peritonitis has set in, 
it is impossible to state in any case whether this has been due to perfora- 
tion of the bladder or of some portion of the alimentary canal. Frac- 
tures of the pelvis are often accompanied by injuries of the bladder and 
urethra. 

(c) Cases in Which Symptoms of Internal Hemorrhage Predomi- 
nate.—These will be found more or less characteristic of ruptures of the 
liver or spleen or of the intra-peritoneal ruptures of the kidney. Pain, 
localized tenderness and rigidity, situated over the splenic region, accom- 
panied by evidences of hemorrhage into the peritoneal cavity, are indica- 
tive of injury of the spleen. The same symptom, located over the region 
of the liver, especially if the pains radiate to the shoulders, is typical of 
injuries of the liver. In injuries of the liver and spleen and of those of 
the kidney in which the blood escapes into the general peritoneal cavity, 
the diagnosis may be made from these local signs, such as tenderness, 
rigidity, etc., added to the presence of a shifting line of dulness in the 
flanks, i. e., of free fluid in the peritoneal cavity. Icterus, when present, 
is of great value as indicating an injury of the liver. The presence of free 
blood in the peritoneal cavity, whether due to an injury of the omentum 
or of the mesentery, or the deep epigastric artery, or of the liver, spleen 
or kidney, causes early symptoms of so-called peritonism or peritoneal 
irritation. These are also the same as those of a beginning peritonitis, 
but are less rapid in their onset. They consist of gradually increasing 
pulse rate, tympanites and leucocytosis. These, however, gradually sub- 
side, if the blood remains aseptic and is absorbed. Injuries of the pan- 
creas cause shock, vomiting and localized pain over the epigastrium and 
often distension of the upper abdomen. Fractures of the ribs accompany 
the subcutaneous injuries of the liver and spleen in many cases. In con- 
clusion, J would urge the careful examination of every case in which the 
abdomen has been injured by some non-penetrating, i. e., blunt force. It 
is of less importance to be able to diagnose the particular viscus injured 
than to be able to say that operative intervention is necessary. With the 
exception of injuries of the kidney, the prognosis in general of non- 
operated cases is bad. From 80 to 90 per cent. of these die. Early diag- 
nosis has already changed this percentage to 40 to 50 per cent. recoveries 
in the last fifteen years through early operation, and we can hope for 
still better results. 
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POSTDIPHTHERITIC HEMIPLEGIA WITH REPORT OF A 
CASE.* 


D’Orsay Hecut, M.D. 


Assistant Professor of Nervous and Mental Diseases, Northwestern University Medical 
School, Attending Neurologist to the St. Elizabeth's Hospital, Associate Attending 
Neurologist to the Cook County Institutions at Dunning, III. 


CHICAGO. 


It is my purpose to relate the history of a case which tends to show 
that a paralysis may and does occasionally occur in the course of a 
diphtheria not belonging to the type of so-called diphtheritic paralyses ; 
on the contrary, completely at variance both in clinical aspect and 
pathology with that familiar group. 

At the time of the patient’s illness he was seen by the family physi- 
cian, Dr. W. E. Hall, to whom I am indebted for most of the data noted 
during the acute course of the disease. I am also under obligation to Dr. 
William D. Krohn for referring the case to my care. 

W. L., male, aged 16, is now a third-year high-school student. The 
family history is negative. His father and mother are living and well. 
The patient is an only child. With the exception of measles contracted 
at the age of 4, the period of childhood was uneventful up to the time 
of a severe attack of diphtheria, which constitutes the etiologic factor in 
the patient’s present disability. This disease appearing at the age of 12, 
had an insidious onset and was regarded with indifference until the third 
day of the illness, at which time Dr. W. E. Hall saw the case for the 
first time. Dr. Hall in telling me of the case, said that the patient was 
desperately ill, deeply cyanosed, suffering from considerable respiratory 
embarrassment and palatal palsy in the presence of an extensive nasal and 
laryngeal diphtheritic membrane. He immediately administered 2,000 
units of antitoxin and two days later another 2,000. The alarming symp- 
toms subsided and the patient made a rapid convalescence until about 
the twelfth day. He had then been sitting up for two or three days. 
Awakening on the morning of the thirteenth day, he asked for a tumbler 
of water, but let the glass fall before he could raise it to his lips; almost 
simultaneously there was a brief period of about three minutes’ uncon- 
sciousness. Recovering from this, it was noticed that his speech was 
thick and queer, but he could understand and make himself under- 
stood. Not until he asked for pen and paper with which to amuse 
himself by sketching did he realize his inability to move the left hand. 
Dr. Hall had been sent for and was able to establish the fact of a left- 
sided paralysis. The patient is unable to say whether the disability ap- 
peared first in the leg or in the arm. In fact, he was unaware of the 
leg involvement. There is no evidence to the effect that the patient was 
aphasic. The speech defect was purely one of dysarthria. The order of 
recovery was as follows: The leg got better first, the arm next and simul- 
taneously the speech. It was fully three months before he was able to get 
about with ease. At. no time have there been twitchings or convulsive 
seizures. 


* Read at the meeting of the Chicago Pediatrie Saciety, Dec. 18, 1906 
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STATUS PRASENS (IN BRIEF). 


Four years have now elapsed since the onset of his paralysis, and the 
young man presents himself with an unusually well-developed physique 
for his age, a healthy color, firm muscles and apparently sound organs. 
Her eyes are in all respects normal. The cranial nerves show no impair- 
ment. There is neither facial asymmetry nor deviation of the tongue. 
The patient’s attitude and carriage in walking are characteristic of his 
disability in that the left forearm slightly flexed at the elbow is held more 
or less closely to the chest and the fingers are forcibly drawn into the 
palm of the hand. There is moderate though notable circumduction of the 
left leg in walking, giving rise to the so-called “sickle-gait,” common in 
hemiplegia. The vasomotor phenomena of blanching and reddening of the 
skin on pressure are not wanting, and the dermal surfaces feel consider- 
ably cooler to the touch. Other postplegic motor symptoms, such as 
tremor, athetosis and associated movements, are lacking. The contractures 
are of the spastic variety, but nowhere marked except at the distal parts 
of the extremities, chiefly the fingers. The very slight atrophy present 
is consistent in degree with that usually noted in cerebral lesions. The en- 
tire left side is only moderately spastic. The upper arm reflexes, espe- 
cially at the wrist, are exaggerated on the paralyzed side; a brisk patellar 
and an Achilles jerk are present on the left side and the Babinski toe-sign 
is most positive, the latter being best elicited in this case by stroking the 
outer border of the foot or irritating the plantar surface transversely ; 
stimulating the foot along its inner border and under the great toe fails 
to reveal it. The great toe is in a constant state of hyperextension. 
The Oppenheim and Gordon signs are absent. Sensory phenomena are 
negative. The urine is normal. 


COMMENTARY. 


There is nothing so extraordinary about the postplegic state that it 
should receive special mention, nor is it remarkable for a case of diph- 
theria to develop in its course a paralytic sequel. Quite rare is it, how- 
ever, for that sequel to be of the hemiplegic type, vascular in origin, cen- 
tral in site and permanent in its symptom-complex. In all these re- 
spects, then, the present case is at variance with the well-known forms 
of postdiphtheritic paralyses. The more was I impressed with this de- 
parture from the commoner palsies following diphtheria on noticing the 
paucity of references in the literature. 

Conceding that many cases go unrecorded, hemiplegia following diph- 
theria is nevertheless a very uncommon occurrence. I find that the 
neurologic and pediatric literatures are in agreement on this infre- 
quency. Gowers says it is very rare; Bernhardt states “Die cerebrale 
postdiphtheritische Lihmung ist sehr selten.” Henoch reports 3 cases. 
Mendel has observed 3 and Remak 2. Baginski chronicles 3 with au- 
topsy findings, and Levi, in 1897 had collated 34 cases from all sources, 
to which he added 1 of his own, observed in Monti’s clinic and referred 
to in his paper as “eine ausserordentlich seltene hemiplegische Form der 
diphtherischen Lihmung.” 
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Slawyk,* writing in 1898, was able to collect only 50 cases. To this 
series, Rolleston after a thorough search in 1905, attached the records 
of 14 more and added one instance under his own observation, making 
a total of 65 cases. Woolacott* states that in 4,000 consecutive cases of 
diphtheria at the Eastern Hospital (London) hemiplegia occurred only 
twice. He adds that both patients recovered. Rolleston’s case is one of 
the only two instances of hemiplegia occurring in this large series of 
4,407 consecutive cases of diphtheria admitted to the Grove Hospital 
from 1899-1905. Rolleston,’ in his tabulation of 65 cases, emphasizes the 
following data: 

1. The sex relation was 20 males to 30 females; in 15 cases the sex 
was not given. 

2. The age at time of onset varied from 114 to 15 years. The age of 
my patient at time of onset was 12 years, and in this connection I 
should like to again refer to Levi,* who, remarking upon the age inci- 
dence, pointed to the fact that the cerebral lesions in diphtheritic cases 
all presented in older children ranging from 8 to 15, not one occurring 
in infant years. Returning to Rolleston’s tabulation: 

3. The hemiplegia was right sided in 38 cases, left sided in 22; in 
5 cases data are lacking. 

The dates of occurrence in the course of diphtheria are quoted to have 
been as follows: First week, no cases; second week, 9 cases; third week, 
20 cases; fourth to sixth week, 11 cases; convalescent period, 14 cases; 
date not given, 11 cases. 

The writer further records: Death in 18; recovery in 43; no data 
in 4. Autopsies were held in 15 cases, and the following findings noted : 
Hemorrhage in 1; thrombosis in 2; embolism in 10; embolism and 
thrombosis in 1; sclerotic atrophy of one cerebral hemisphere in 1. 

I have detailed these facts, to me interesting, chiefly because the 
text-book chapters on diphtheria in pediatric literature are singularly 
devoid of information concerning this particular lesion of the central 
nervous system in consequence of the Klebs-Loeffler infection. It is 
most regrettable that this statistic does not include a consideration ‘of 
the cardiac findings in each case, or at least in those in which autopsy 
revealed cerebral embolus. It would also be interesting to know in what 
cases antitoxin was given, when, and in what quantities. Taylor,’ for 
instance, in his latest edition, makes no mention, I think, of the occur- 
rence of hemiplegia in diphtheria, in that chapter relating to the diph- 
theritic paralyses. In his remarks on infantile hemiplegia, however, he 
mentions the fact that diphtheria is one among several antecedent in- 
fective factors in the production of infantile hemiplegia. 

Strictly speaking, hemiplegia is a state never induced by disease of 
the nervous system per se, that is, of nerve structure; it is engendered 
primarily and always by a vascular lesion, a thrombosis, embolism or 


. Slawyk: Charité Annalen, vol. xxili, 1898, S. 385. 

2. Woolacott: Lancet, May 6, 1899. 

3. Rolleston: Rev. for Neur. and Psych., November, 1905. 
. Levi: Archiv. f. Kinderheilk., 1897, Band 22. 
. Taylor: Nervous Diseases in Childhood, 1905. 
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hemorrhage. As Levy correctly states, nephritis and cardiac changes 
must be counted as predisposing factors. In a few cases, the pathology 
is that of an encephalitis. 

Although autopsic examination reveals the nature of the vascular 
occlusion and points out to the site of the intracranial lesion, a clinical 
distinction between embolism, thrombosis and hemorrhage is not always 
possible. What holds good of hemiplegia in a general way applies to 
the diphtheritic cases as well, and Slawyk has accentuated this fact. The 
knowledge of cardiac involvement is, of course, an excellent diagnostic 
criterion of cerebral embolus. 

Based upon the mode of onset, the very brief period of mental obscura- 
tion, the apparently monoplegic progression of motor loss—the quick re- 
turn of the very good function and power, and the ultimate partial 
though permanent disability, I incline to the belief that a thrombotic 
process occurred on the right side of the brain in the territory of the 
Sylvian fissure. 

In marked contrast, the paralyses incidental to diphtheria, the so- 
called diphtheritic palsies, come about by the direct action of a toxic 
substance upon nerve tissues, the most obvious changes occurring in the 
peripheral nerve, setting up a peripheral neuritis. 
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MARCH, 1907. 


OUR ADVERTISING PAGES. 


It is perhaps only proper that we call the attention of our members to 
the remarkable change in the advertising columns of THE JouRNAL. Be- 
ginning with the March issue, we believe that all objectionable advertise- 
ments have been eliminated, and that only strictly ethical preparations: 
will be presented to the eye of our readers. Certain it is that the Council 
of the State Society has determined to conform to the rules of the Ameri- 
can Medical Association in the selection of advertisements, and that this 
rule will hereafter be rigidly adhered to. This action means an era of dis- 
tinct advancement in the history of the Illinois State Medical Society and 
should appeal to all our members for their active interest and support in 
pushing only reliable remedies and throwing out of their armamentarium 
all of those remedies condemned by the Council of Pharmacy of the 
A. M. A. 

The position of THz Journat and of the State Society will be im- 
mensely strengthened if the individual members take decided action in 
this matter and on the contrary our efforts will be nullified if the mem- 
bers individually continue to prescribe those remedies whose composition 
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is uncertain or unknown to them. As has been stated many times in the 
past, the Council will be gratified to hear from individual members con- 
cerning any advertisement carried by THE JOURNAL. 





BILLS INTERESTING THE MEDICAL PROFESSION BEFORE 
THE 45TH GENERAL ASSEMBLY OF ILLINOIS. 


In this issue will be found the text of a number of bills of particular 
interest to the medical profession and we recommend to all our readers a 
careful study of all these and prompt action in regard to all of them. 
Should they meet your approval be sure to write or confer with your mem- 
ber of the House or Senate, expressing such approval or disapproval, that 
the representative may have full knowledge of the wishes of those members 
of his constituency best able to judge as to the merits or demerits of the 
bills in question. Our colleagues must remember that those pushing these 
bills, whether objectionable or not, are losing no opportunity of impressing 
all the legislators with the desirability of their passage, and should they 
desire to have their wishes known, it is absolutely necessary for them to 
use activity equal to the friends or enemies of these measures. Please note 
particularly Mr. Schermerhorn’s bill amending the garnishment law. 
Every physician in the state is interested in this bill. 





THE OSTEOPATHIC BILLS. 


In both the Senate and House of the 45th General Assembly bills for 
the creation of a Board of Osteopathic Examiners have been introduced 
and active efforts are being made by practitioners of osteopathy to secure 
their passage. On Tuesday, February 19, a meeting of the judiciary com- 
mittee of the House was held, presided over by Mr. Chas. Allen of Ver- 
milion, who had introduced the bill in the House. At this meeting Dr. 
L. C. Taylor, chairman of the legislative committee, and Dr. R. B. Preble, 
chairman of the committee on public policy of the state society, made able 
arguments against the passage of this bill, and we believe that a favor- 
able impression was made upon the committee, and that in all probability 
the bill will not be reported out favorable from the committee, if reported 
out at all. 

These gentlemen called particular attention to the fact that the pro- 
visions of the bill as introduced would, if enacted into a law, enable prac- 
titioners of osteopathy and graduates of osteopathic schools to secure all 
the advantages of medical practice after a very inadequate preparation. 
The bill provides for only two years in high school, whereas medical prac- 
titioners are now required to have four years of high school training and 
only three courses of lectures are required in osteopathic schools, whereas 
four years are now required of authorized practitioners. 
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We are glad, however, to say that gradually the osteopaths are raising 
their requirements, and no doubt in another two years they will be willing 
to concede in their bills all the requirements now demanded of the highest 
class of practitioners, and when this is done, there will be no controversy 
between them and the members of the medical profession. 





SPEAKER SHURTLEFF’S RESOLUTION CONDEMNING 
CLINICS AT THE ELGIN ASYLUM. 


The meeting of the 45th General Assembly in the year of our Lord 
1907, will doubtless be historic, because of the remarkable exhibition pre- 
sented by the Speaker of the House in presenting the following résolution 
condemning the holding of clinics at the state institutions for the treat- 
ment of the insane: 


Mr. Shurtleff’s resolutions were as follows: 

Wuereas, There has been inaugurated at the Northern Hospital for the 
Insane at Elgin, Ill., by the superintendent of said institution a series of clinics 
for the benefit of the Fox River Valley Medical Association of northern Illinois 
and such other doctors and members of the medical profession that may see fit to 
avail themselves of the same; and, 

Wuereas, Said clinics consist of lectures delivered by the superintendent of 
said institution and other members of the medical profession, at which various 
inmates of said institution are brought in before large audiences of physicians 
and used as subjects in explaining and presenting various phases of said lectures; 
and, ° 

Wuereas, Said clinics are purely for the purpose of medical study and techni- 
eal education to said physicians and members of the medical profession, and in 
no respect treat or tend to treat the patient or insane person for the malady 
under which he is suffering; and, 

WueErREAS, The superintendent of the state institution has sent out and is 
sending out to members of the Fox River Valley Medical Association of northern 
Illinois, consisting of several hundred members, and to many other persons, invita- 
tions to attend said clinics and be entertained at the said institution under a 
form as follows, that is to say: 

“Tllinois Northern Hospital for the Insane—V. H. Podstata, superintendent, 
Elgin; B. W. Woodworth, Chicago, and D. E. Wood, treasurer of board of trus- 
tees. In accordance with plans partially arranged at the last meeting of the Fox 
River Valley Medical Society you are invited to attend clinics to be given at this 
institution as follows: On the evening of December 10, beginning at 7:30 o’clock, 
there will be a short talk on the clinical differentialism of various classes of 
insanity, illustrated with cases, by Dr. V. H. Podstata. On December 17, at the 
smae hour, there will be a clinic on paretic dementia, course of treatment, by Dr. 
Frank M. Jenks. Early manifestation of paretic dementia, Dr. H. G. Hardt. 
While these clinics are primarily for members of the Fox River Valley Medical 
Association, let it be understood that any member of the profession will be made 
welcome, and if you will kindly ask any of your medical friends to be with us on 
these evenings it will give us pleasaure to entertain them in the way that has 
been indicated. Early in January these clinics will be continued, notice of which 
you will receive in due time;” and, 

WuHereas, It is not the purpose of the people of the state of Illinois in pro- 
viding and furnishing various charitable institutions, and especially the State 
Northern Hospital for the Insane at Elgin, and under the law of the state com- 
mitting citizens of the state to said institution, that the said inmates and unfor- 
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tunate persons committed to said institutions should be used as examples or 
specimens or formula of paretic dementia and exhibited to audiences of the 
medical profession or otherwise for the purpose of technical study on the part 
of said institution, and it is not proposed in the establishment of said institu- 
tions that members of the Fox River Valley Medical Association or any other asso- 
ciation should be entertained at said institutions as in said invitation suggested. 
Now, therefore, be it 

Resolved, by the members of this house, That it appearing that these recitals 
in this resolution are true, we do hereby condemn said practice of holding clinics 
in said institution and that we do hereby protest against the exhibition, use, 
or treatment of any of the inmates of said institution in no other manner or for 
any other purpose than kind and careful treatment of said inmates, and that we 
members of this house especially condemn and protest against the series of 
schools and clinics as organized and put in operation and attempted to be organ- 
ized and put in operation by the state superintendent of the Northern Hospital 
for the Insane at Elgin, Ill. 

A sensation was caused when this resolution was introduced, and much 
discussion ensued, which culminated at the meeting of the appropriation 
committee, to which the resolution was referred, on Tuesday, February 26, 
at the State House. At this time Speaker Shurtleff took the floor and de- 
fended his resolution. He also endeavored to show that the statutes es- 
tablishing the asylums many years ago did not provide for such a use of 
the inmates of the institutions. It was evident to all present that Mr. 
Shurtleff spoke with deep feeling on this subject, and that for reasons 
which need not here be given, Mr. Shurtleff has a deep-seated prejudice 
against instruction by the methods of a clinic such as was held at Elgin. 
We believe it to be a great mistake to harshly criticize Mr. Shurtleff for 
this opinion, which does credit to his heart, and yet shows that his judg- 
ment in this matter has been warped by his feelings. 

Defense of the clinics was made by Dr. Podstata, Rev. Dr. Hisch, Dr. 
G. W. Webster, Dr. J. F. Percy, Dr. F. P. Norbury and Dr. L. C. Taylor. 

As would be supposed the prejudices of a number of members of the 
committee and their mistaken ideas of what really constitutes a clinic, and 
what is intended to be gained by it, was exhibited by the questions which 
were put to the different speakers as they addressed the committee. One 
unfortunate feature of this controversy is the unwillingness of the average 
member to concede that the state institutions of Illinois have been con- 
ducted in any but the most efficient manner in the past fifteen years. We 
referred to this subject in our last issue and commended the bold stand 
which had been taken by the President of the State Board of Public 
Charities in stating the truth regarding the public charities of Lllinois. 
However, there is no disguising the fact that Dr. Billings’ statements 
have not been received in a kindly spirit by the members of the Legis- 
lature. 

At the time of this writing it appears probable that the resolutions of 
Speaker Shurtleff will be endorsed by the House and that Superintendent 
Podstata will receive blame instead of praise for his efforts to properly 
conduct the institution placed in his charge. It is more unfortunate for the 
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public than for the medical profession that clinical instruction is not to 
be given upon a subject concerning which there is such a woeful lack of 
knowledge on the part of the profession, this lack of knowledge being due 
to utter impossibility of securing instruction during the course of college 
instruction which every student is obliged to take. Let us not forget, 
however, that the members of the House are not instructed in the essential 
facts of this controversy and that a campaign of education will have to 
be undertaken to eradicate mistaken notions concerning this matter. Let 
each member constitute himself a committee of one to explain the benefits 
of the clinics held at the state institution and hope for more favorable 
action at some future time. 

In conclusion we give the following letter from Dr. Podstata as prob- 
ably better explaining the merits of this particular matter than any state- 
ment that could be given by any one else: 

Ecin, Feb. 20, 1907. 
Editor Illinois Medical Journal, Springfield, Il. 

Dear Doctor:—The matter of clinics and the recent resolution presented to 
the Illinois Legislature has considerably surprised me, and even now I confess 
that I am totally unable to see any genuine ground for complaint, but rather 
would have expected an appreciation of what has been done. The facts regarding 
this matter are as follows: 

1. The two clinics held last December and referred to in the resolution of 
Mr. Shurtleff are neither the first nor the only ones held at this institution or in 
the state ‘institutions in Illinois. My predecessor in office, Dr. Whitman, has held 
clinies at this institution and permitted other teachers of mental diseases to hold 
clinies here for several years past. I am reasonably certain that even previous 
to his administration such clinics were held at Elgin. It is personally known to 
me that similar clinics were held for years past at Kankakee and at the Cook 
County Hospital for Insane at Dunning. 

2. The two clinics referred to in the resolution were held for purely neuro- 
logical and mental cases. There was no other examination except mental and neuro- 
logical. The patients were in no way exposed. They were simply questioned. 
In most cases the patients were very anxious and ready to tell their own story, 
inasmuch as they were glad to have the opportunity to demonstrate to other _ 
physicians their supposed sanity and the fact that they were unjustly detained 
here. 

3. The clinics throughout were conducted in a serious and dignified manner, 
there being no “entertainment” in the usual sense of that word. No patient was 
forced to attend the clinic, and I can personally testify to the fact that no one 
appeared in the least worse for the experience. 

4. If any one wishes to be genuinely humane by preventing exposure and 
humiliation of the poor insane patients, let them stop the semi-weekly public 
exhibitions of the insane to the curious public, whose visits are absolutely of no 
value to any one and are of great detriment to the patients as well as to the 
visitors themselves. I realize, of course, that there are many exceptions and that 
many very worthy people come to visit the state institutions in order to become 
better acquainted with the methods of management, and such people should 
rather be encouraged to come than otherwise. 

I assure you that in the matter of these clinics my views are absolutely 
fixed, because of my personal knowledge of the good which they produce and of 
their absolute harmlessness to the patients. 

Very truly yours, 
V. H. Popstrata, Superintendent. 
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THE PROPER TREATMENT AND CARE OF THE EPILEPTIC.* 


Huen T. Parrick, M.D. 
CHICAGO. 


Mr. President, Ladies and Gentlemen:—To every physician come 
tasks beyond his powers. Often he is asked to cure when palliation alone 
is possible and in the end he can only stand helpless while Death claims 
his own. To these and other futilities I am no stranger, but I assure you 
I have never felt my insufficiency more than I do at this moment. Ade- 
quately to convey to your minds and hearts and consciences the great 
problem of the epileptic is entirely beyond my capacity. Even to express 
a tithe of my own feelings and convictions is quite impossible. My only 
consolation is that no one could possibly do the subject justice. No lan- 
guage yet devised can fully express: the cumulative horrors of epilepsy, 
the dreary, soul-killing trials of the epileptic and the centuries of human 
effort against the disease. 

A faint realization of the whole terrible business comes only after 
seeing one victim and then another, and then another and another,. and 
then a score, a hundred, five hundred; only after hearing one tale and 
another and still another and on until the rehearsals seem an intermin- 
able dirge; only after seeing time and again the battle fought and lost 
and fought again and again lost and ever lost until grim despair or feeble 
apathy alone remains; only after again and again and again listening to 
the anxious questions of fathers, the tearful pleadings of mothers and 
looking into the wistful faces of little children; only after learning by 
heart the story of hopes shattered, plans frustrated, ambition abandoned, 
friendship cooled ; only after watching over and over the physical, mental 
and moral degradation of fellow-humans until death brings a kind re- 
lease ; only after all of this and more, can one have any idea of what epi- 
lepsy is and what it does to us. If the decision as to the treatment and 
care of our epileptics rested alone with the experienced, no argument, no 
pleading, would be needed. Those who know are a unit. Every state 
long ago would have had its wholesome, happy, health-giving colony. 

We have just been told of the great number of epileptics in this state, 
probably 7,000 or 8,000; about 1,200 in asylums and poor houses. Now 
I wish to ask three pertinent questions about these 7,000 epileptics: 1. 
What is their condition? 2. What is being done for them? 3. What can 
be done for them? To answer these three questions fully and well would 
require many men and several volumes, but I welcome your invitation 
to give a twenty-minute outline of what the answers may be like. 

1. What is their present condition? A very, very few with ample 
means and every advantage are well cared for; as well as possible. These 
fortunates constitute a portion grievously small, a quite negligible quan- 
tity. A great many of the 1,200 in asylums and poor houses are hope- 
lessly insane or demented and need only kindness and custodial care. 
For them little can be done. They must remain an eyesore of Nature, a 
blot upon humanity and society. About 5 per cent. are cured by medical 


* Address before the Eleventh Annual Illinois Conference of Charities, Oct. 11, 1906. 
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treatment and more, a very indefinite number, if not cured, are relieved 
to such an extent that the disease constitutes no real disability. This 
still leaves 5,000 or thereabout to be dealt with; and what of these? In- 
nocent victims of a dread disease, they are daily suffering the tortures of 
the damned. I mean what I say. To the confirmed epileptic are denied 
all the rights of man except mere life. Liberty he has none. At every 
step he is hemmed in, shoved back, bound down by his peculiar malady. 
The pursuit of happiness is not for him. Think for a moment of the 
things that make life sweet for you and me. The right to love and the 
exercise of this right; the privilege of activity, of accomplishing some- 
thing, of doing a piece of work well; the joy of sowing and tending the 
crop and reaping the harvest; the stimulus of ambition, the pleasure of 
anticipation, the planning of the future; add to this the world of human 
associations with its wonderful metabolism of ideas and emotions, the 
soul chemistry of the social cosmos, and we have about all there is in this 
life—except only two elements. But all the mentioned rights and bless- 
ings are denied the epileptic. Try, if you can, to conceive of your own 
lot with these left out. What a dreary blank life would be. But two 
strands would be left to bind you to heaven and earth: religious faith 
and the devotion of family and friends. These the epileptic may have. 
But even the devotion of family is embittered by the knowledge that he 
is a burden, a care, a sorrow. His very presence stamps misfortune upon 
consciousness. Every moment his associates are anticipating the seizure 
and they are never free from the feeling that he is a pathological pariah. 
And he knows it. That is the bitterness of it. He has neither the cal- 
lousness of the criminal nor the psychic oblivion of the insane, but is 
acutely conscious of his own condition and the suffering he innocently 
causes others. The more devoted the friends, the more he knows they 
suffer. 

To attempt to underestimate the comfort and sustaining power of 
religious belief were as foolish as it is far from my wish, but there is no 
denying the fact that the normal individual of to-day wants and needs 
more in life than faith. I ask you again soberly and seriously to attempt 
to put yourself, only for a moment, in the epileptic’s place. Imagine no 
profession, no business, no position of trust, no real occupation ; no nor- 
mal social intercourse, no steady purpose, no aim but to escape observa- 
tion and to be let alone; no normal recreation, never any real fun; finally, 
no home of your own, no wife, no husband, no children—but the normal 
capacity to appreciate and enjoy all of these blessings and the normal 
longing for them. 

We all have had, I presume, at one time or another, a frightful night- 
mare of falling, falling into some terrible abyss; or of feebly, impotently 
fighting a perfectly hopeless fight; or of vainly straining to flee from some 
relentless monster—until a troubled awakening brought grateful relief. 
What must it be to live, to constantly live the waking nightmare and 
only occasionally have a good dream of freedom and happiness and peace 
—to waken then to the hopeless battle and the hopeless flight! Before 
passing to the second question I must at least notice two or three other 
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important elements in the present condition of the epileptic. These are 
(a) danger to himself, (b) danger to associates and (c) danger and cost, 
directly and indirectly, to the commonwealth. 

Briefly enumerated, the dangers of epilepsy to the epileptic are injury 
or death in a seizure; other diseases directly induced by epilepsy; crim- 
inal acts committed in the state of mental disorder frequently following 
or taking the place of a fit; mental weakness; moral deterioration ; vaga- 
bondage or deliberate crime favored by the idleness, social isolation and 
lack of responsibility of the epileptic at large. The dangers to friends 
and associates are scarcely to be separated from the foregoing, but there 
is the specific danger of violence on the part of the epileptic. Every year 
a certain number of murders and murderous assaults are committed by 
epileptics. It is well known that these sick people in or immediately 
after their seizures are prone to the most furious violence for which they 
are in no wise responsible. Then the danger to the health and longevity 
of the near relatives of an epileptic is not to be computed. The wear and 
tear of apprehension, grief and despair can not be expressed in set terms. 
The pathology of sleepless nights and anxious days cgn not be counted 
like the pulse nor, like fever, be measured by the thermometer ; nor can it 
be stained and seen through the microscope like bacteria, but it is a real 
pathology and eats up life none the less. 

Danger to the commonwealth is, in many respects, identical with the 
dangers to family and friends. Crime, idleness and moral degeneration 
of a citizen are dangers to the state. Marriage and propagation of con- 
firmed epileptics are a special danger. The ultimate cost to the state of 
epileptics at large can not be estimated, but it is enormous. Thousands 
of idle persons constitute a great load for some one to carry. Thousands 
of sick persons mean an enormous sum in doctors’ bills and medicines 
and nursing. The time of thousands of well persons is encroached upon 
by epileptics, time that otherwise would -be profitably employed. One 
hard fought murder trial costs enough to pay for the public care of 100 
epileptics for a year. What the public ultimately pays for the fearful 
strain on fathers, mothers, sisters and brothers can not even be guessed. 

2. What is being done for them? What, indeed! Naturally one asks, 
What are physicians doing? What is modern science doing for epilepsy 
and epileptics? I can only answer that we are striving. All over the 
world in hospitals, asylums, laboratories, and private practice medical 
men are unselfishly devoting their time and talents to the investigation 
of the disease and efforts to relieve the sufferers. But after all is said 
and done, the medical treatment of epilepsy remains sorrowfully futile. 
Probably not more than 5 per cent. of the patients are permanently 
cured and a majority of the remainder go gradually on from bad to 
worse, through invalism and disability, to a kindly death. The causes 
of this great medical failure lie in technical details not germane to this 
paper, but I may mention two difficulties: the first is the inherent diffi- 
culty of the disease; the second, the impossibility of having all of our 
directions carefully and continuously carried out. It seems almost impos- 
sible to convince patient and friends of the importance of a hundred de- 
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tails of living; of eating, sleeping and exercise; of alcohol, tobacco and 
sweetmeats ; of fresh air, work and play. And even when they are con- 
vinced of the wisdom of the advice it is absolutely impossible to get them 
to carry it out. 

I had thought to relate some of my own failures; to describe some of 
the battles that patient and friends and I, shoulder to shoulder, have 
tried to win but lost. It seems quite unnecessary. Any one of your 
doctor friends will tell you the same tale: how he has tried to keep the 
child in school, the student in college, the young man in his position; 
how he has striven to preserve the head of a family and save a mother for 
her children, and how he has failed and tried and failed again. Is it 
any wonder, then, that the poor patient finally becomes the pitiful dupe 
of the seductive vendor of nostrums; the double victim of an implacable 
disease and a conscienceless charlatan? The desperate patient can not 
be blamed for catching at an elusive straw, but a merciless hades con- 
tains no recess too hot for the abandoned miscreant who trades on the 
credulity of misfortune. 

To sum up, then, the answer to our second question, we may say 
that patients, friends and physicians are doing the very best they can. 
but are accomplishing relatively little, and that the state is doing nothing. 
Do not misunderstand me. Don’t think I mean that medical treatment is 
useless or that every case is hopeless. On the contrary, there are few 
cases, indeed, which can not be helped, and some can be entirely cured. For 
an epileptic and his friends to give up hope simply because he has epi- 
lepsy is absolutely wrong. As I have said, some are cured and more, 
though having an occasional seizure, continue to be happy, useful and 
long-lived citizens. And it is a well-known fact that sometimes what 
seem to be the worst and most unpromising cases yield the most kindly 
to treatment. 

3. What can be done? We can protect the community from the 
numerous calamities arising from epilepsy and, to a great extent, we can 
protect the patient from his disease. We can save the commonwealth 
millions of dollars and save each year for a normal and productive activ-° 
ity hundreds of thousands of hours now spent by anxious friends in 
watching and nursing their epileptic dependents. And to save many 
people from manifold cares and sorrows is public economy as well as 
obvious duty. What more can we do? We can protect the state against 
propagation by confirmed and hereditary epileptics, which would mean 
not only fewer epileptics in the future, but fewer criminals, fewer de- 
generates, fewer persons on the public charge. And then what can not we 
do for the epileptic himself! We can give him occupation and something 
to strive for. We can give him associates, associations and recreation. 
We can give him vastly better health, radically cure some of him, and 
eliminate the feeling that he is an outcast, something apart—to be looked 
at askance. 

And how can we do all of these things? By having a liberally con- 
ceived, properly founded, well organized, scientifically conducted state 
colony for epileptics. Perhaps it might be well just to indicate what is 
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meant by liberally conceived, properly founded, well organized and scien- 
tifically conducted. Such an institution should be conceived as no tem- 
porary expedient, but as a monument to endure as long as epilepsy exists ; 
conceived to meet requirements of the disease and of the patients in the 
fullest and best sense. In its conception we should see the germ of de- 
velopment and the possibility of embodying in our colony all the best 
known features of such a place. Practically, this means, first of all, a 
large tract of well-watered land with good drainage. Less than one acre 
per patient should not be thought of (two would be better), and the land 
should be diversified so as naturally to allow a diversity of products and 
industries. Our colony should be conceived as a rural village of largely 
agricultural population, but with all modern improvements and industrial 
possibilities. By a proper foundation I mean one devoid of embarrassing 
conditions, personal or political: a foundation in pure motives and high 
ideals. 

A well-organized colony is one organized not for custodial care, not 
for the mere herding together of a couple of thousand sick unfortunates, 
but one organized so that it may be and must be scientifically conducted, 
in the highest sense of the word. And a scientifically conducted colony 
is one which will cure the greatest attainable number and develop the 
best possible physical, mental and moral state of the inmates; which will 
give them a real home, stimulating associations, satisfactory occupation, 
wholesome pleasures; which will give them the opportunity to teach and 
be taught, to strive and accomplish. Naturally, a scientific colony is 
absolutely divorced from political party, is run only for the public good 
and regardless of personal emoluments. Quite as naturally, it serves as a 
focus for the observation and investigation of epilepsy: a center where 
may be accumulated and whence may be promulgated knowledge of the 
disease—knowledge sorely needed; knowledge of its causes, its nature, 
its prevention; its symptoms, course, treatment and cure; knowledge 
which eventually will rid us of this monster which respects neither age, 
sex nor condition, and now holds in its foul embrace more than two 
millions of our brothers and sisters on this fair earth. 

It is just possible that some one still may say—this sounds very well, 
but it is a fairy tale, a dream, a vision, at most it is transcendentalism and 
has nothing to do with statecraft or practical philanthropy. For such a 
one the answer is that actual demonstration has superseded theory. 
Founding a colony for epileptics no longer has the uncertainty and merit 
of pioneering. It is no bold venture of constructive statesmanship. We 
have but to imitate, and to the shame of Illinois be it said that we have 
been disgracefully slow in following good example. France opened the 
way in 1846, Germany followed in 1867 and England in 1888. Ohio 
led the states in 1890, but New York has eclipsed all with her splendid 
colony started in 1891. Since then Massachusetts, New Jersey, Pennsyl- 
vania and Texas have taken up the good work, but our state of rich prai- 
ries and manifold industries, of fine schools and great universities; our 
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great state of wealth and brain and brawn is still a laggard, a recreant 
to her trust. Our predecessors have not only shown the feasibility of the 
colony plan, but have worked out many details as well. To-day to decide 
concerning all the essential features of a colony is as simple as it is to 
ascertain whether wood or steel is the better material for car rails. 
Furthermore, they have shown that the patients want such an institution 
and that the public appreciates it. The waiting list of every colony is a 
long and impatient one, and a colony once started has never yet been 
abandoned, has never yet lacked the hearty, liberal support of its com- 
munity. 

I might take time to answer some of the objections which have been 
made, objections which still occur to those beginning to consider the sub- 
ject. It is unnecessary. Demonstration has superseded argument, facts 
have supplanted theories. The epileptic colony is. It is a success. It has 
been shown to be a great public economy, the fruit of good statesmanship. 
Before a great while every state in the Union will have its colony or col- 
onies. We may not be a leader, we are too late. But we need not be a 
straggler in the extreme rear. Now is the time to act. 

Just one final comment, and then I shall have finished. It may by 
some be thought to be an unkindness to put so many epileptics together. 
One might think that an epileptic would suffer from the mere fact of 
being in an institution for epileptics; that it would be horrible for him 
to see others in seizures such as he has himself. Now quite the reverse 
is the case. Every asylum physician knows that the epileptic patients 
naturally gravitate together. Very frequently two become special chums, 
inseparables. When one has a seizure it is his fellow sufferers who 
promptly and naturally go to his assistance and minister to his needs. At 
first thought it seems odd that an epileptic should be less shocked and 
distressed by the convulsion of another patient than is a normal person. 
On further consideration it is seen to be the natural and logical state of 
affairs, especially in a colony. To be an epileptic in such a colony is no 
more strange or abnormal than to be an Eskimo in an arctic village. If 
we were all epileptics, to have a fit would be as natural as to laugh or to 
weep and would occasion no more comment. But in this question as in 
so many matters pertaining to the colony plan, experience has removed 
doubt. For instance, when I visited the great Bielefeld colony some years 
ago I noticed several stretchers standing in the vestibule of their church. 
On inquiry I learned that they were for the purpose of removing such 
patients as had seizures during service. And I further learned that an 
epileptic attack in that congregation occasioned no more comment, dis- 
tracted no more attention than does the normal sleepy nod in the normal 
congregation of the normal community. 

In conclusion, then, there is no single valid objection to a state colony 
for epileptics, while good statesmanship, good citizenship, public policy 
and private duty, the love of God and the brotherhood of man all point to 
it as the best solution of the desperate problem of the epileptic. 
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THE DUNNING TUBERCULOSIS CAMP. 


Lenora AustIN HAMLIN. 
CHICAGO. 


Norwood Camp-Sanatorium is located on the grounds of the Dunning 
Institution, in Norwood Township, just across the city line. The Chicago 
Tuberculosis Institute is indebted to the Board of County Commissioners 
for the use of the grounds and to the officials of the Institution for many 
minor courtesies. The camp has no official connection with the Dunning 
Institution. It was equipped by the Institute, is under the medical di- 
rection of the Institute, and, exclusive of the moneys paid in by the pa- 
tients themselves and certain contributions made by various charitable 
organizations and individuals toward the maintenance of particular 
patients, it is supported by the Institute. The camp was opened Septem- 
ber 3 and has now been running two months. For reasons of expediency, 
only women and girls are received. Fifteen patients have been enrolled 
since the opening, twelve of whom are now in residence. The patients 
range in age from 16 to 36 years. Six are mothers with families of 
young children, four of them with infants now left temporarily in the 
care of other members of the family. Five of the patients are young girls. 
One patient is a stenographer, one a fur worker, one a telephone operator, 
five have worked in the sewing trades, and one is a school girl. Of the 
three patients who were enrolled, but who are not now with us, one, after 
making a 10-pound gain in weight in less than five weeks and a corre- 
sponding improvement in pulse, respiration and temperature, went to the 
Jewish Tuberculosis Hospital in Denver, entrance to which had been ar- 
ranged before she came to us. One left at the close of a week for per- 
sonal reasons. The third, an Italian woman deserted by her husband, 
and with four young children, insisted on returning to them, and was 
recently discovered filling dates with nuts in a candy factory. 


Eight patients have no tuberculosis history in the family so far as can 
be ascertained. Seven have lost one or more members of the family by 
this disease. All the cases are pulmonary cases in the early stages, no 
advanced cases being received. Of the twelve now in residence, ten are 
first-stage patients, two are moderately advanced. All, without exception, 
have gained in weight, the gain ranging from two and a half to thirty 
pounds. All have improved in a marked degree in temperature, pulse and 
respiration. The highest gain in weight has been made by one of the mod- 
erately advanced patients. Rest, nourishing food, twenty-four hours a 
day in the open air, and the most conscientious and painstaking attention 
on the part of the medical staff are the secrets of the camp’s success. 


The equipment of the Institute’s camp sanatorium is of the simplest. 
It consists of four portable houses with porches, three tents and a large 
khaki shade tent. One of the houses serves as a dormitory for the pa- 
tients, one is for the nurses’ house, one the administration house, and the 
fourth is the kitchen and the patients’ dining room. The tents are used 
for storage and sleeping quarters for the help. The porches are boarded 
in two and a half feet above the floor, and are fitted with khaki curtains, 
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adjustable either as awnings or as tight curtains, in case of driving 
storm. The beds are single hospital beds, with 30-pound cotton mat- 
tresses, and are supplied with plenty of bedding. For cold weather they 
are incased in a neatly fitted khaki covering, which passes under the 
spring and is hooked over the patient’s body, thus keeping the bed cloth- 
ing secure and affording protection from wind and wet. For day use 
each patient is provided with a reclining chair with foot rest, and a blue- 
stone horse blanket for protection against the cold. A bath room adjoins 
the dormitory. 

Treatment.—The food is plain, bountiful and of the best quality, 
well cooked and tastefully served. Besides the three regular meals, three 
lunches of milk and raw eggs are served, one in the middle of the morn- 
ing, one in the middle of the afternoon and one at bedtime. The pa- 
tients are now averaging three quarts of milk and one dozen eggs each a 
day, in addition to their cooked meals. Some are also taking raw beef 
juice on prescription of the physician. Temperatures are taken four 
times a day, weights twice a week or oftener. At this time of year the 





patients rise at 7 a. m. and retire at 8:30 p. m. Paper napkins and 
paper bags are used as sputum receptacles. They are immediately burned 
The bed clothing is disinfected at frequent intervals with formaldehyd in 
a closet built for the purpose. 

Service.—Dr. Theodore B. Sachs and Dr. Ethan A. Gray, both mem- 
bers of the Institute, generously contribute their services to the good of 
the cause and divide thé medical service between them, each assuming 
responsibility for half the patients. Each is nominally in attendance 
at the camp two mornings a week. As a matter of fact, they are there 
much oftener. Candidates for admission to the camp are examined and 
admitted on the recommendation of one of these physicians. The camp 
staff includes, in addition, a trained nurse, a practical nurse assistant, 
who acts as a sort of sanitary housekeeper. a cook, a man of all work, and 
a laundress one or more days a week. Drs. Frank Billings, Henry B. 
Faviil. Robert H. Babcock, W. A. Evans, John A. Robison, Charles L 
Mix, Arnold C. Klebs, L. Hektoen, and N. 8. Davis constitute the Ad- 
visory Medical Staff. The camp was equipped and the supplies are pur- 
chased by the superintendent of the Institute. 

Cost of Equipment and Maintenance.—The original cost of equip- 
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ment was about $2,500.00. The major part of this amount was raised by 
the Women’s Auxiliary Committee of the Institute, of which Mrs. Arthur 
Aldis is chairman. The cost of maintenance per week per patient, with 
the present number in residence, is about $10.00. With the present serv- 
ice and a slight additional equipment, the number of patients could be 
increased to twenty, which would probably somewhat reduce the cost per 
capita. The running expenses of the camp are met in various ways. The 
patients themselves pay what they can, no patients at present paying 
more than $5.00 per week. When patients are unable to pay and have 
no felatives to pay for them, the Institute undertakes to interest some 
person or organization in their behalf. The Chicago Relief and Aid 
Society, the Chicago Bureau of Charities, the United Hebrew Charities, 
and the Jewish Consumptives’ Relief Society are among the organizations 
codperating with the Institute in the support of patients. A few charit- 
ably inclined persons are also contributing to the support of patients. 
So far about one-half the running expense has been covered in this man- 
ner, leaving the Institute to finance the other half in other ways. Every 











effort is made to keep all appearance of charity out of the administration. 
The patients at the Institute’s camp are in no common sense objects of 
charity, except as to the terrible disease to which they have fallen a prey 
is common. All who are old enough to do so were earning their living 
before this disease overtook them, and will be self-supporting again as 
soon as their physical condition will permit. The Institute is simply as- 
sisting them back to health as one ‘would help a sister of one’s own blood 
who might be caught in similar plight. 

Tuberculosis bears harder on the poor than any other prevalent dis- 
ease on account of the length of the illness. Two or three cases of tuber- 
culosis are often sufficient to reduce a thrifty family to absolute want. 
When the victim is the bread winner, one case frequently does it. The 
savings of vears are eaten up, the home is mortgaged and lost, the children 
are taken from school and put to work. It is no shame for a family or an 
individual to receive help in such a case. To be allowed to give it must 
not be counted a burden, but an opportunity. When one remembers 
that it is the community and not the individual which is chiefly to blame 
for the propagation and dissemination of this disease through insanitary 
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tenements, close, overheated school rooms, filthy and ill-ventilated cars, 
dust-laden and infected factories and work shops, dirty streets and con- 
taminated air, one wonders when the community which tolerates such 
conditions will be compelled to assume the responsibility for the results. 

But it must not be forgotten that society inevitably pays the cost in 
the end. In the case of tuberculosis, it pays it in loss of life and working 
power of people in the prime of life, just at the time when they are most 
valuable to themselves, their families, and to the community in which 
they live. Ten millions of dollars is a low estimate of the economic loss 
to the city of Chicago traceable to this disease in a single year, to say 
nothing of the grief and suffering entailed. With more than four thou- 
sand deaths from tuberculosis last year and an approximate tuberculous 
population of twelve thousand, is it not time for the city of Chicago to 
sit up and take some intelligent interest in a matter which affects so 
vitally its own welfare and prosperity ? 

The Chicago Tuberculosis Institute is attacking the problem at both 
ends through lectures, exhibitions, publications and the visible object 
lesson afforded by its camp sanatorium at Dunning. It is spreading the 
gospel of fresh air, nourishing food, cleanliness and rest. To the limit of 
its means it is providing these necessities. It is saving a dozen or more 
lives by a few months’ work and the expenditure of a few hundreds of dol- 
lars. Indirectly it is influencing a great many other people to save their 
own. A dozen or fifteen lives valued at the meager $5,000.00 legal rate 
for death damages which prevails in some states foots up to $60,000 or 
$75,000. 

When a business enterprise offers a handsome return, people compete 
for the opportunity of investing in it. What may be said of an enter- 
prise which returns fathers and mothers to their families, young men and 
women to the working force of the community, and which aids directly in 
abating the conditions which have reduced them to helplessness? Such 
is the nature of the investment the Chicago Tuberculosis Institute offers 
to the people of Chicago. 





FACTS AND FALLACIES CONCERNING INTERSTATE 
RECIPROCITY IN MEDICAL LICENSES. 
JaMrEs A. Eaan, M.D. 
SPRINGFIELD, ILL, 


The fallacies concerning interstate reciprocity in medical licenses 
arise from the very general misconcepton or lack of understanding of the 
facts and conditions governing medical licensure. The forms of reci- 
procity advocated by many physicians would, if enforced, result in the 
nullification of the provisions of the medical practice acts of many states. 
These laws have been secured, in the majority of instances, through the 
efforts of the physicians of the several states, who would naturally be 
loath to see their labors set at naught. 

The chief fallacy in interstate reciprocity, however—and one can 
hardly read a medical journal of the present day without being impressed 
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how general this misconception is among medical men—is due to a lack 
of knowledge of the powers conferred upon the states—or, rather, re- 
tained by the states—and amply recognized by the preamble to the consti- 
tution of the United States. 

That each state has power to regulate, by general laws, the practice 
of medicine within its jurisdiction has frequently been affirmed by the 
court of last resort, the Supreme Court of the United States, which, in 
unequivocal terms, has declared that the right to practice medicine is 
not a privilege or immunity guaranteed to citizens of the United States 
under the Fourteenth Amendment to the Constitution. Yet, notwith- 
standing this—notwithstanding the positive declaration of Mr. Justice 
Field in the case of Bartmeyer vs. Iowa (18 Wall, 129), that no one, to 
his knowledge, pretends that the Fourteenth Amendment to the Consti- 
tution interfered in any respect with the police power of a state—we have 
presented to us, almost daily, by physicians whe are presumed to have 
given the matter much thought and study, proposed legislation, which, 
if enacted, would abrogate the police power of the state and which could 
not be enacted without material amendment to the Federal Constitution. 

Why this should be it is difficult to say. No one expects the busy 
practitioner, whose time and attention are absorbed by the professional 
exactions upon him, to be conversant with the intricate problems affect- 
ing interstate reciprocity. He naturally looks to the board of registration 
or examination of his state whenever he desires information on the sub- 
ject—which is seldom. We do, however, look to those who attempt to 
speak, ex cathedra, in the matter, to possess at least a fair knowledge of 
the fundamental principles of the Constitution of the United States and 
the incontestable powers of the state. 

I have referred to the police powers of the state—the power under 
which a state regulates the practice of medicine. In the language of the 
Supreme Court of the United States, in the case of Dent vs. West Vir- 
ginia (129 U. S., 114), “it is in the power of a state to provide for the 
general welfare of its people, and authorizes it to prescribe all such regu- 
lations as in its judgment will secure or tend to secure them against the 
consequences of ignorance and incapacity, as well as deception and 
fraud.” 

In regard to this same power, Mr. Justice Brown, in the case of 
Lawton vs. Steele (152 U. S., 136), says: “The extent and limits of 
what is known as the police power have been fruitful subject of discus- 
sion in the Appellate Courts of nearly every state in the Union. It is 
universally conceded to include everything essential to the public safety, 
health and morals.” 

Mr. Justice Harlan, in a more recent case—Jacobsen vs. Massachu- 
setts (25 S. C. R., 358)—speaks still more decidedly concerning the 
police power of a state, which he terms “a power which the state did not 
surrender when becoming a member of the Union under the Constitu- 
tion.” He further says: “Although this court has refrained from any 
attempt to define the limits of that power, yet it has distinctly recognized 
the authority of a state to enact health laws of every description ; indeed, 
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all laws that relate to matters completely within its territory, and which 
do not by their necessary operation affect the people of other states. Ac- 
cording to settled principles, the police power of the state must be held 
to embrace, at least, such reasonable regulations established directly by 
legislative enactment as will protect the public health and the public 
safety.” 

The Supreme Court of Illinois has had much to say concerning the 
extent of the police power of the state. In the case of Lakeview vs. Rose- 
hill Cemetery (70 Ill., 191), the court held that “the police power of the 
state is co-extensive with self-protection, and is not inaptly termed ‘the 
law of overruling necessity.” Speaking further of this power, the court 
said: “It is the inherent and plenary power in the state which enables 
it to prohibit all things hurtful to the comfort, safety and welfare of 
society. It may be exercised to control the use of property or corpora- 
tions as well as of private individuals.” The State Supreme Court has 
also held at different times that “all rights, whether to things tangible or 
intangible, are subject to the general police power of the state.” 

Further upholding the police powers of the state, the Illinois Supreme 
Court said, in the case of Booth vs. People (186 Ill., 48), “the law of the 
land may expressly prohibit and make criminal the doing of an act which, 
in the absence of such law of the land, would constitute a liberty or prop- 
erty right within the meaning of the constitution, even though such act 
be not within itself immoral.” In the case of Williams vs. People (121 
Ill., 84) the Supreme Court said regarding the police power: “It is the 
common exercise of legislative power to prescribe regulations for securing 
the admission of qualified persons to professions and callings demanding 
special skill ; and nowhere is this undoubtedly valid exercise of the police 
power of the state more wise and salutary nor more imperiously called 
for than in the case of the practice of medicine. It concerns the preser- 
vation of the lives and health of the people.” 

To return to interstate reciprocity—although we have not yet de- 
parted from this subject, for all laws providing for reciprocity must be 
based on the acts to regulate the practice of medicine in the state, and 
these acts are directly dependent upon the police power of the state—it 
may be well to devote a little attention to the proposed legislation referred 
to in a previous paragraph. 

In January, 1906, the New York Medical Journal offered a prize for 
the best essay on Interstate Reciprocity in Licenses. Several physicians 
entered the contest, and among them may be especially noted Dr. S. A. 
Knopf, of New York, a world-renowned authority on the treatment of 
tuberculosis. Dr. Knopf, however, did not compete for the prize. Of the 
several essayists, ten offered the following propositions in the order 
named. To these I wish to call particular attention. They were as 
follows : 

(1) The creation of a National Board of Examiners, acting under 
laws passed by Congress. 

(2) The creation, by the Federal government, of a Department of 
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Medical Affairs, the passing of whose examination would entitle the 
physician to practice anywhere in the United States. 

(3) A comprehensive set of national government examinations. 

(4) A voluntary Board of National Examiners, the licenses of which 
would be accepted in the several states. 

(5) The appointment, by the President of the United States, of 
Examiners at Large, who would hold examinations in the Capitol of each 
state or territory. 

(6) The national control of all questions pertaining to the examining 
and licensing of all physicians. 

(7) A National Board of Examiners under the Federal law. 

(8) A central board at Washington, which should prepare examina- 
tion questions for the several state boards and afterward grade the an- 
swers. 

(9) A Board of Medical Examiners created by acts of Congress. 

(10) And, last, the creation of a National Examining Commission, 
to be appointed by the American Medical Association, this board to pre- 
pare the questions for examination and send them to each state board, 
which would have the power to grade them, the commission, however, to 
be empowered to appoint one or other members in each state to see that 
the examinations were properly conducted. 

Assuming that it was the intention of the essayists to offer a practical 
solution of the reciprocity problem, I leave it to your judgment to deter- 
mine whether any one of the physicians above quoted has progressed far 
toward the accomplishment of his purpose. 

The regulation of the practice of medicine comes within the police 
power of a state, a power of which sufficient has been said in previous 
paragraphs, and is in no wise subject to Federal control. To put it more 
plainly, the United States government has no more to do with the regu- 
lation of the practice of medicine in a state of the Union—a regulation 
which leaves the field open to all who possess the prescribed qualifications 
—than it has to do with the regulation of the form of services in the 
church in which the Illinois State Medical Society is now holding its 
meeting! 

I have nowhere seen the actual conditions existing summed up more 
clearly, more concisely or more fairly than in an editorial in the New 
York Medical Record of March 31, 1900, reading as follows: 

“Tt is natural for a physician duly licensed in another state to ask 
why the assumed privileges and immunities as a physician of that state 
do not protect him from the necessity of passing a further examination 
when he comes to New York to practice. A full comprehension of this 
question in all its bearings depends upon a proper understanding of the 
history of the United States, Before the several states adopted the Con- 
stitution of the United States, in 1789, each of these several states was a 
complete independent sovereign. When the Constitution was adopted, 
the national government was thereby created with certain powers, and 
those powers resulted from the surrender by the individual states of 
certain features of their own sovereignty. In order that the sovereignty 


INTERSTATE RECIPROCITY IN MEDICAL SCIENCES. 311 


of the different states should not be altogether merged in that of the 
central government, the following amendment was added to the Constitu- 
tion: “The powers not delegated to the United States by the Constitu- 
tion, nor prohibited by it to the states, are reserved to the states respect- 
ively or to the people.’ 

“It has thus resulted that the individual states were in no wise di- 
vested of their sovereignty by the adoption of the United States Constitu- 
tion except so far as that instrument shows an express surrender of their 
sovereignty. In all other respects they have retained it. Every state, 
for example, has retained unimpaired its original power to make police 
regulations, included among which is the right to make laws concerning 
the regulation of the practice of medicine. This proposition has been 
fully determined by the Supreme Court of the United States, and the 
courts of the individual states have uniformly sustained the power of 
their states to pass legislation of this character.” 

And now let us consider for a moment something of the character of 
the solution of the problems of interstate reciprocity offered in this com- 
petition to which I have referred—offered in the face of the legal limita- 
tions which surround us in the selection of our remedies. It is of interest 
to state that the prize was awarded to one—Dr. William Warren Potter— 
who, in his solution, suggested no attempt to lodge the power of con- 
trolling medical practice or reciprocity in other hands than those of the 
state government—a fact which is significant of the solidness of his argu- 
ment and incidentally indicative of his familiarity with the law. The 


members and officers of state boards competing in this contest in no in- 
stance recommended Federal control. They were apparently heartily in 
accord with the principles set forth by Judge Cooley in his work on torts 
as follows: 


“No one has any right to practice law or medicine except under the 
regulations the state may prescribe. To practice in the courts or to 
practice medicine is not a privilege of citizenship, and is, therefore, 
neither given nor protected by or under the Civil Rights Act of Congress, 
or the new amendments to the Constitution. The privilege may be given 
to one citizen and denied to the other, and other discriminations equally 
as arbitrary may doubtless be established.” 

But even Dr. Potter, as clearly as he seems to have grasped the legal 
aspect of interstate reciprocity, fails to go as far as the facts would war- 
rant. He is found to say: “One of the early suggestions was a national 
examining board, but this was abandoned very soon by the most careful 
observers, because it was apparent that the general government would not 
usurp the police power of the states for the purpose named.” It would 
have been more in accordance with fact had Dr. Potter said that “the 
general government could not usurp the police powers of the state, and, 
parenthetically, would not if it could.” 

The solution suggested by Dr. S. A. Knopf deserves special considera- 
tion, coming, as it does, from one of such recognized authority on hygiene 
and preventive medicine. 

Dr. Knopf advocates the creation of a national organization—a Fed- 
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eral Department of Public Affairs—which should be empowered as an 
examining and licensing body, and whose certificate should be accepted 
as authority to practice medicine and surgery in any state or territory of 
the Union. He admits that such an organization could not be created 
at once and recommends, in the meantime, a temporary medical board, 
voluntary of course, which shall perform the functions of a United States 
examining commission . : 

For reasons which have been set forth in detail, this scheme is entirely 
impracticable and impossible of execution at the present time. We are 
seeking the possible—not the impossible. No plan which contemplates 
the assumption of the control and regulation of medical practice by the 
Federal Government could become operative without amendment of the 
Constitution of the United States, and such an amendment could only 
be obtained by recommendation of two-thirds of the members of both 
houses of Congress or of the legislatures of two-thirds of the states of the 
Union, and upon such recommendation receiving the sanction and ap- 
proval of the legislatures of three-fourths of all of the states. It is be- 
yond the realm of possibility that the Federal Constitution—which has 
remained unchanged, even in the face of grave national problems, practi- 
cally since the close of the Civil War, would be amended by the people so 
as to permit a physician licensed in one state to practice in another with- 
out a further examination ; would be amended so as to deprive the several 
states of their police power—a power which the states would not surren- 
der in 1789. We are now living in Utopia, and the millennium is not at 
hand. 

Dr. Knopf states with approval the fact that in all European coun- 
tries the medical examination entitles the successful candidate to prac- 
tice throughout the entire nation and all provinces; that in Germany the 
man who has passed his examination before the Government Board has a 
right to practice in any of the several kingdoms or minor states. Not a 
great while ago I was favored with an expression of opinion of an emi- 
nent German physician who had been licensed to practice in the German 
Empire, that it might be better if these conditions did not exist in the 
Fatherland. He seemed convinced that if every minor kingdom, state or 
province had the power to say who should or should not practice within 
its confines the empire would be far freer from charlatanry and quackery. 
Fortunately for the physician, his opinions were expressed on this subject 
on this side of the Atlantic. Had they found utterance within the realms 
of the Kaiser, the physician might now be serving a sentence of ten or 
more years for lese majeste. 

But it is not necessary that we should pattern our institutions or our 
practices after those of foreign nations, especially those in which a whis- 
pered criticism of the regulation of public affairs may subject the offender 
to imprisonment, “which may be for years and may be forever.” 

However, if it may seem advisable for us to determine the value of 
our standards by those of foreign countries, it is not necessary that we 
cross the seas to obtain statistics; we can procure information from 
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countries which are nearer at home and concerning which our informa- 
tion is more extensive and more reliable. 

On our northern borders we find British possessions, consisting of the 
Dominion of Canada and the Island of Newfoundland. Each of the sev- 
eral provinces in this vast territory enacts its own medical laws. A 
license issued in one province does not entitle the holder to practice in 
another. A license issued in Great Britain is recognized in but a few of 
the provinces, and then only under special conditions. The Federal 
Government exercises no control over the provinces in the matter of medi- 
cal legislation. While two or three of the provinces have entered into 
reciprocal relations, there is no general reciprocity between the provinces. 

The proposition to create a National Examining Commission, to be 
appointed by the American Medical Association and to perform the 
duties described by one of the essayists, is so obviously absurd that con- 
sideration here would seem an unnecessary imposition upon your time 
and patience. However, it may be well to touch upon this subject for a 
moment, lest silence concerning it be misconstrued. 

This proposed National Examining Commission bears a very close re- 
lationship to the Voluntary Board of Medical Examiners advocated with 
such enthusiasm but a few years ago, after it was realized—by some— 
that the attainment of the much discussed National Board of Medical 
Examiners was beyond the bounds of possibility. 

It may be accepted without question that, if the various State Boards 
of Medical Examiners would delegate the powers conferred upon them 
by state law to any voluntary organization, that organization would be 
the American Medical Association, but it is exceedingly doubtful if there 
is a board that could if it would delegate its powers to any body which had 
not legal authority to perform its functions. 

In this connection it may be noted that, in 1893, an effort was made 
to give to the Association of American Medical Colleges the right to de- 
termine those colleges which should be accepted as in good standing with 
the Illinois State Board of Health. This effort brought forth a vigorous 
remonstrance from the late Dr. N. S. Davis, a man who certainly would © 
not be accused of disloyalty to the Association of American Medical Col- 
leges. This remonstrance. which was addressed to a member of the 
Illinois State Board of Health, read as follows: 

Cuicaco, Aug. 23, 1893. 

Dear Sir:—Your letter relating to the Association of American Medical Col- 
leges is at hand. The association named is a voluntary organization of such 
medical colleges as chose to appoint delegates and comply with its constitution 
and by-laws. It has no legal status or authority to fix a standard for any college 
not belonging to it. Consequently, it is absurd for the Illinois State Board, 
legally charged with the duty of determining what standard of requirements a 
medical college must have to entitle its diplomas to recognition, to attempt to 
delegate that duty to a number of voluntary college associations or societies, any 
one of which may change its rules every year. The action of the Illinois State 
Board, in adopting the rule you mention, was a ridiculous abandonment of the 
claim to regulate the education and practice of medicine in this state, persistently 


exercised during all its previous history. Yours truly, 
N. S. Davis. 
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Due consideration certainly must be given to the views expressed by 
the venerable Nestor of the medical profession, Dr. N. S. Davis, the 
“Father of the American Medical Association,” even by the most ardent 
advocate of national or voluntary organization control of state medical 
affairs. 

So much for the common fallacies concerning interstate reciprocity— 
the fallacies in the midst of which we find many of the pertinent facts 
upon which a satisfactory adjustment of this subject must eventually be 
based. 

To-day we hear much of reciprocity. A few years ago we heard little 
or nothing. In 1898 when a bill, of which the present medical law of 
Illinois was the outcome, was under consideration by the Illinois State 
Medical Society reciprocity was not even suggested. A physician to 
whom I mentioned this fact recently stated that the omission of reci- 
procity from the discussion was due to the fact that at that time a 
diploma admitted to practice in the majority of states in the Union. As 
a matter of fact, over one-half of the states and territories even then 
required an examination for admission to practice. 

But while, as I have said, we now hear much of the advantages of a 
reciprocal relation with our sister states, the reciprocity discussed and 
advocated, ‘at least in Illinois, is that applying to certificates issued after 
examination. No other form of reciprocity seems to possess much interest 
for the physicians of the state. This opinion is forced upon me after a 
perusal of voluminous correspondence on the subject in the offices of the 
State Board of Health. In fact, practically every communication re- 
ceived at the office of the board on the subject of reciprocity in the case of 
old practitioners comes from licentiates in other states or those who 
desire to remove to other states. 

It was but a short time ago that I received a vigorous protest from a 
physician in central Illinois against the action of the State Board of 
Health in declining to license without examination a licentiate of an 
adjoining state who was licensed ten years ago upon presentation of his 
diploma. I have just ascertained that my correspondent desires to re- 
move to the state in question. His protest was born entirely of his per- 
sonal desires and his self-interest, and not of any sentiment for the eleva- 
tion of the standards of medical practice or the betterment of the condi- 
tions of practice within the state. 

The Illinois State Board of Health reciprocates, not under any spe- 
cific authority of law, but under its general powers. Reciprocity, how- 
ever, is impossible on any other basis than after examination, for the 
medical law of Illinois requires an examination. 

Provision for obligatory examination has been sought for by the 
medical profession of Illinois for many years, in order that there might 
be brought about “the separation of the license from the degree,” to use 
the apt expression of the Chairman of the Committee on Legislation of 
the State Medical Society in 1899. 

The medical law on the statutes from 1887 to 1899 had no peer in the 
United States, as far as it went, but it did not go far enough, according 
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to the view unanimously expressed by the Illinois State Medical Society 
at different times. An examination was called for by the several thou- 
sand physicians of the state, who endorsed the medical bills of 1899 and 
1903—which bills were also endorsed by the State Medical Society at the 
Galesburg (1898) and the Quincy (1902) meetings. 

The present Medical Practice Act is, in fact, the result of the efforts 
of as large a representation of the medical profession of the state as can 
be aroused to activity for any work of advancement of medical education. 

It owes its being primarily to the efforts made by the Illinois State 
Medical Society to elevate the standards in Illinois, between 1897 and 
1899. A bill introduced in 1897 received but little consideration in the 
Legislature. At the 1898 meeting the State Society, by unanimous vote, 
unqualifiedly endorsed the bill presented. The chairman reported that 
he had found the profession almost unanimously in favor of its legisla- 
tive enactment. This bill, so favorably and generally accepted, provided 
for the examination of all persons desiring to commence the practice of 
medicine in the state, but, as stated, contained no provisions for either 
immediate or ultimate reciprocity. 

This bill was submitted by physicians who had given the matter ex- 
haustive study and consideration—such men as Pettit, Brower, Graham, 
Hamilton, Moyer, J. B. Maxwell and others whom I might name. At the 
meeting at which this bill was presented for ratification by the State 
Society (1898) Dr. Harold N. Mover read a paper on “Needed Medical 
Legislation -in Illinois,” which seemed to represent the sentiment of the 
society’s members. He made a strong plea for the enactment of a bill 
along the lines suggested by the committee. He referred to the defects 
in the existing law and stated that the most serious errors in the control 
of medical practice were due to the recognition of diplomas and said that 
“legislation was called for which should at once eliminate the diploma as 
a basis of qualification and substitute a state examination.” 

It is to be assumed that Dr. Moyer advocated an examination which 
should apply to all practitioners. If he contemplated the exemption of 
any physicians from such examinations, he failed to say so. In fact, he - 
stated that the raison d’etre of many schools was found in the fact that 
the diploma was equivalent to a license to practice. These statements, as 
I have said, seemed to bear the approval of the members of the State 
Society and of the medical profession in general and were the provisions 
which seemed to be regarded essential to a satisfactory medical practice 
act. 

At the Quincy meeting of the State Medical Society in 1902—at a 
time when interstate reciprocity in medical licenses had become a much 
more common topic for agitation—the bill presented as improving the 
conditions of medical practice in the state made provision for reciprocity, 
but only in case of certificates issued by other boards after examination. 
This bill also was unanimously endorsed by the Illinois State Medical 
Society. 

Reciprocity was also provided for in the medical practice bill intro- 
duced in the General Assembly of 1903 at the instance of the Committee 
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on Medical Legislation of the Illinois State Medical Society, but in a 
further section the proposed State Board of Medical Examiners was 
authorized to accept as equivalent of an examination, in part of the sub- 
jects required, satisfactory evidence of ten or more years of reputable 
practice of medicine since graduation. It is evident that those who 
framed this bill intended that the so-called “old practitioner,” he who 
was licensed in other states merely on the presentation of a diploma, 
should qualify in Illinois, if he intended to practice therein, solely 
through the medium of an examination. 


From the attitude which the Illinois State Medical Society and the 
medical profession of the state have taken toward the enactment of laws 
to regulate the practice of medicine in Illinois, it is to be fairly assumed 
that the sentiment is almost unanimous that no one shall be admitted to 
practice until he has demonstrated, by examination, his educational quali- 
fication and attainment, and it is but fair to presume that no form of 
reciprocity contemplated in later years should be based upon other than 
this general principle, and that its privileges should be extended only to 
those who had passed examinations and had met educational require- 
ments practically equivalent to those exacted in our own state under the 
law in force. 

The only protest against such a form of interstate reciprocity which 
deserved serious consideration was the protest from the older practitioners 
of medicine in other states, who, while in many instances unqualified to 
pass satisfactory examinations in the little-used elementary branches of 
medicine, are unquestionably thoroughly qualified for the practice of the 
profession. But protests of these older members of the profession have 
been considered and have been acted upon by the Illinois State Board of 
Health in a way which does not alter the general requirements, which 
does not violate the specific requirements of the statutes, and which has 
proven equally satisfactory to the state and to the old practitioner. By 
a resolution passed by the Illinois State Board of Health at its meeting 
in October, 1904, the old practitioners of other states are allowed a credit 
of 5 per cent. on the required 75 per cent. of successful answers for each 
five years they have been in active practice. 

The New York Medical Journal, in commenting upon this action by 
the Illinois State Board of Health, voices the general approval with which 
the resolution has been received, saying editorially : 

“The Illinois State Board of Health, one of our most progressive 
sanitary bodies, has lately adopted a resolution that will materially aid the 
established practitioner, rusty though he may be as to his elementaries, to 
pass its examination for the license to practice. By the terms of the 
resolution, on and after Jan. 1, 1905, the board will accept as an equiva- 
lent of a part of the examination required ‘satisfactory evidence of five 
or more years of reputable practice of medicine and surgery since gradu- 
ation, and will allow a credit of 5 per cent. upon the required average of 
75 per cent. for each period of five years of such practice on the part of a 
candidate for a certificate.’ We hope that this move in the direction of 
justice will be followed by other state examining bodies.” 

The trend of opinion expressed by medical editors on what I may 
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term the “Illinois method of dealing with the old practitioner” indicates 
that its adoption has contributed materially to the right of the Illinois 
State Board of Health to the title so graciously conferred upon it by the 
editor of American Medicine—‘the leader in practical reciprocity.” 

By the establishment of reciprocal relations with various states hav- 
ing practically equivalent requirements of preliminary education and 
examination, and by providing equitably for the older practitioners upon 
a sliding scale in constant relation to thetyears which have elapsed since 
medical college study, the State Board of Health seems to be carrying out 
what were certainly the wishes of the medical profession when our present 
laws were agitated—and that without working a hardship upon the only 
class which seems to have legitimate grounds for a plea for special con- 
sideration. P 

But it is frequently said that the methods of examination in Illinois 
now in operation do not meet with the approval of a large per cent. of the 
members of the medical profession of our state. To be sure, the state- 
ments to this effect are made almost solely by physicians of other states 
and by members of state boards who advocate reciprocity on the basis of 
diploma licensure ; still as they have been, and are still being made, they 
call for attention and consideration. 

If the law is unsatisfactory, then the law should be amended, and 
amended it can easily be if the medical profession of the state so will. 

I can not believe that there is any considerable number who would 
advocate any deviation from the policy of examination of applicants. 
But, accepting examination as desirable for recent graduates, is it, as 
believed, the desire of the profession that we enforce the rule in the case 
of the older practitioner also? 

Is it wiser that we should continue the examination of old practition- 
ers from other states who desire to enter upon practice in I)linois, mak- 
ing ample allowance for their years of practice, as is done under the pro- 
vision of the present law, or to secure an amendment to the law which 
will permit the State Board of Health to license, without examination, 
graduates of reputable institutions who possess the licenses of other states 
issued seven or more years ago? 

As you are doubtless aware, a number of western states have adopted 
a qualification for reciprocity which provides that a certificate of registra- 
tion issued by the proper board of any state may be accepted as evidence 
of qualification for reciprocal registration in any other state, provided the 
holder of such certificate has been engaged in the reputable practice of 
medicine in such state at least one year, that he was the possessor of a 
diploma issued by a medical college in good standing, and that the date 
of his diploma was prior to the legal requirement of the examination test 
in such state. 

The Illinois State Board of Health has been urged to adopt this quali- 
fication, but has constantly declined to do so—first, because the law does 
not permit the licensing of physicians except after examination, and, 
second, because the members do not believe in the practicability of this 
form of reciprocity. The adoption of such a qualification would mean 
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that the Illinois State Board of Health would be compelled to license, 
without an examination, the holder of a diploma from a seemingly repu- 
table medical college who obtained a license in any other state previous to 
1899, on the presentation of a diploma, when the license was his for the 
asking. 

It is significant that this provision has been urged upon the Illinois 
State Board of Health principally by physicians residing outside of the 
state, and would not be expected, if entirely free from selfish motives, to 
be so markedly solicitous regarding the welfare of the Illinois physicians. 
During the past five years, in which time this matter has been frequently 
agitated, the State Board of Health has not been asked to adopt this 
qualification by a dozen Illinois physicians. Those who urged this form 
of reciprocity in Illinois either had removed or were desirous of removing 
to other states. I have never heard a prominent practitioner of Illinois 
raise his voice in support of the qualification, although this form of reci- 
procity has been advocated constantly for five or more years past by the 
boards which have adopted it, and has been given wide publicity in The 
Journal of the American Medical Association and other periodicals. 

If the members of the Illinois State Medical Society favor this form of 
reciprocity, the members of the Illinois State Board of Health wish to be 
advised of the fact in order that they may properly govern themselves. 
The reciprocity desired by the members of the medical profession of Illi- 
nois is the form of reciprocity which will be advocated and enforced, 
when possible, by the State Board of Health. 

Intimately associated as I have been with physicians of the State of 
Illinois in their efforts to secure higher standards of medical education, I 
can not resist the conclusion that the vast majority do not desire any 
measure which will reduce or lower the Illinois requirements of medical 
practice. 

As regards general interstate reciprocity, I am impressed that it may 
be obtained with an elevation rather than a lowering of standards and 
requirements, without the intervention of the Federal Government; 
without revision of the Constitution of the United States, and without 
very radical changes in the laws of the various states. In fact, it is my 
impression, from the progress already made in this direction, that the 
several states will sooner or later adjust themselves to the conditions nec- 
essary for the establishment of proper reciprocal relations without any 
material statutory changes. Those states which will require further 
legislation to permit interstate reciprocity in medical licenses are in the 
minority. 

But when further legislation is called for the most important point is 
to secure practically uniform medical laws—laws which will give to the 
boards of the various states practically the same powers and practically 
the same limitations, and which will establish practically the same re- 
quirements of medical education, or authorize their several boards to do 
so. Absolute uniformity of medical practice laws is hardly within the 
range of possibility, nor is absolute uniformity in any way essential. 
With laws practically the same, there should be a provision in the statutes 
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making it obligatory upon boards to extend reciprocity to states which 
maintain the same standards for medical licensure. There are a few 
states in the east and west whose laws are such that reciprocity could be 
established by the action of their examining and licensing boards, and yet 
these boards arbitrarily refuse to consider reciprocity under any circum- 
stances, even with those states having requirements superior to our own. 
Incidentally it is the arbitrary attitude of these few states which inter- 
feres more than any other factor with the attainment of the desired end, 
and the passage of reasonable rules by these states must be the first step 
toward the establishment of general interstate reciprocal relations. We 
may overlook the failure of a board to embrace so popular a measure as 
interstate reciprocity if the state laws prevent such action; but it is ex- 
ceedingly difficult to palliate the attitude of the board empowered to act 
and yet which persistently refuses to take advantage of its power. 

Each state could and should retain the right to accept or reject any 
individual applicant, as might be determined by moral character and 
the board’s individual estimate of the good standing of the college from 
which he is graduated. Ample and fair provision should be made for tlie 
old practitioner, as is done in Illinois, and thus, in my belief, proper 
reciprocity can be secured without an entire reorganization and revolu- 
tion of the medical practice laws of the states of the nation. 


There is but little for me to say in conclusion. I am gratified to 
note that no exception has been taken by those present to the atti- 


tude of the Illinois State Board of Health in the matter of reciprocity. 
I am hopeful that those members of the State Society who are not present 
to-day will later favor the State Board of Health with their views on reci- 
procity, after reading the paper presented. 





COUNTY AND DISTRICT SOCIETIES 


CLARK COUNTY. 


The Clark County Medical Society met in Dr. Pearce’s office at 2:00 p. m. 
President Boland being absent, Vice-president Ryerson presided. Members pres- 
ent: Ryerson, Prewett, Duncair, Gould, Smith, Pearce, Burnsides, Bradley and 
L. J. Weir. Dr. S. Weir of West Union was present as a visitor. Dr. Burn- 
sides reported a gunshot wound of neck, causing complete paralysis at once, below 
injury, died on thirteenth day, suddenly had trismus fourth day wifich continued 
to the end, antitoxin was used. Dr. Prewett reported case of nausea and vomit- 
ing for twenty days following filling of tooth, which was considered of nervous 
origin. 

Dr. Burnsides presented the paper of the evening on Catarrhal Pneumonia. 
All members participated in the discussion. Cases of grip, measles, whooping- 
cough and baa colds should always be under the watch and guidance of a physi- 
cian and early treatment instituted in order .o prevent, if possible, the develop- 
ment of the serious complication, catarrhal pneumonia. In the treatment, fresh 
air is a necessity, a window or two should be open, in the beginning a laxative or 
in robust patients a brisk cathartic is given with other eliminants, supportives 
and later stimulants are used. 

Dr. S. W. Weir of West Union was elected a member, and Dr. Gould Smith, 
who has returned to the county, was reinstated to membership. 

L. J. Wertr, Secretary. 





COOK COUNTY. 
CHICAGO MEDICAL SOCIETY. 


Regular meeting was held Jan. 2, 1907, with the President, Dr. George W. 
Webster, in the chair. Dr, Carl Westman read a paper entitled “Gymnastics, with 
Demonstrations, in the Treatment of Spinal Curvature.” The paper was discussed 
by Dr. John Lincoln Porter, and the discussion closed by the essayist. Dr. O. M. 
Steffenson read a paper entitled “A Study of One Thousand Cases of Ectopic 
Pregnancy Reported in the Medical Literature in the last Ten Years, with Special 
Reference to Diagnosis; Report of Some Personal Cases.” Dr. Aime P. Heineck 
followed with a paper on “The Termination and Treatment of Extrauterine Preg- 
nancy, with Report of Cases.” The discussion on these two papers was opened by 
Dr. Carl Beck, and continued by Drs. Victor J. Baccus, William Fuller, Emil Beck, 
C. O. Young, A. Belcham Keyes, Geo. W. Webster, and the discussion closed by 
the essayists. 

DISCUSSION ON DR. WESTMAN’S PAPER. 


Dr. John Lincoln Porter:—We are indebted to Dr. Westman for his admirable 
demonstration of the gymnastic treatment of lateral curvature. I only regret 
that every member of the profession in Chicago, who is interested in the treatment 
of deformities, should not have listened to it, as well as the general practitioner. 
I would like to ask Dr. Westman, before I say anything further in discussion, 
how often and how long the exercises are given? 

Dr. Westman:—They should be given preferably every day, and it takes from 
half an hour to three-quarters of an hour for each treatment, depending on the 
strength of the patient. 

Dr. Porter:—It occurred to me, as I listened to the paper and saw the dem- 
onstrations, that by far the larger percentage of cases that come to us for treat- 
ment are those in which the patient not only has a bilateral curvature, but fixed 
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rotation. We all recognize the class of cases referred to as being susceptible of 
improvement, but in my experience of the past twelve years, it seems to me that 
in children between the ages of 10 and 15, the gymnastic treatment alone is not 
sufficient. I mean by that a treatment which lasts from twenty to forty minutes, 
which is about the usual time, is not sufficient to remind and compel that patient 
to maintain the best possible correction during the rest of the twenty-four hours. 
In other words, soniething else besides the gymnastic treatment adds to the effi- 
ciency. I know that is not the opinion of all orthopedic surgeons, nor of physi- 
cians like Dr. Westman, who devote their atttention entirely to gymnastics and 
massage. Dr. Bernard Roth, of London, who sees more cases of scoliosis probably 
than any other man in the world, depends entirely upon the gymnastic treatment. 
Given a child of 10 or 15 years of age, who is playing, active, and going to school 
all the time, twenty to forty minutes daily of exercise will not keep his attention 
riveted all the time on his position, and for the rest of the twenty-four hours, 
when he is not asleep, he falls into the same vicious habit of sitting and standing. 
While I believe most thoroughly in the necessity and advantage of gymnastic 
treatment, I also believe it can be added to by some mechanical device which com- 
pels that patient to stand and sit in a straight position during the time he is not 
taking exercise. 

The exercises which Dr. Westman has shown are, with a few exceptions, much 
like those all of us employ in the treatment of such cases; but I notice he does 
not accentuate the point which to me is very essential, and that is the mainte- 
nance, when the patient is not exercising, of the position of extension of the 
spine, and I mean by extension, backward bending. It has been clearly demon- 
strated in the past two or three years by Lovett by a series of anatomical and 
physiological experiments in Boston, that one of the chief mechanical effects in 
the production of rotatory lateral curvature is forward bending of the spine in 
the antero-lateral plane. By that I mean in a plane which is diagonal to the 
antero-posterior plane, for instance, bending forward and, at the same time, later- 
ally. We all know that mechanically the spine is suspended with its long axis, 
not going down through the center of the vertebre, but posterior to the center, 
and that the bodies of the vertebra, the thicker part of the vertebra, are in front 
of and do not surround the long axis, or in other words, the rotary axis. And 
when the spine is bent directly forward in an absolutely straight antero-posterior 
plane, the intervertebral cartilages are compressed, the posterior ligaments are 
stretched, and the spine is absolutely straight; but when the spine is bent laterally 
in the antero-lateral plane, the vertebre must rotate one upon the other, because 
the smaller are of the circle is toward the direction in which the spine bends, and 
the bodies cannot be accommodated in that arch, and therefore they must rotate 
toward the convexity of the curve. But backward bending of the spine, so-called 
extension, tends to prevent rotation and keeps the bodies of the vertebre in the 
median line, so one of the chief aims of treatment is to maintain a little extension. 
Given a patient with a crooked pelvis or a short leg, or a patient who sits in such 
a position as to bend the spine laterally as well as forward, sooner or later rota- 
tion of the vertebre occurs, and with it a lateral bend. One of the worst curv- 
atures I ever saw was in a boy who pulled a rope in this way (indicating) all day, 
with the spine bent in the lateral plane. He had a terrible deformity. While 
these curves occur much less frequently in boys than in girls, the worst curves 
are apt to be in boys. Taking the subject as a whole, we usually have a more ad- 
vanced condition to deal with than Dr. Westman has described. He has demon- 
strated here a single long curve, what we know as a simple curve, which we be- 
lieve is but the beginning of a double curve. We see single curves in children as a 
preliminant development to a curvature to the other side. 


It is unnecessary for me to go into a discussion of the various methods which 
we use. Some are in favor of one kind of device and some of another, and it is 
an old saying that every workman can do best with the tools he is most familiar 
with, and while one may prefer a leather corset made over a plaster mould of the 
corrected form, another one will place dependence upon a steel frame or steel 
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brace. I have succeeded in getting the best results with a light plaster-of-Paris 
corset. I begin treatment with gymnastics alone, and when the spine has been 
made as mobile as possible with gymnastics, then I put the patient into as 
straight a position as I can forcibly, but without pain by suspending the weight 
and correcting the position of the ribs as much as possible. Then I make on the 
patient’s body a jacket which fits snugly, with nothing between the plaster and the 
skin but stockinet. When that is hard enough it is split in front like a corset, 
sprung off, and put together again, and allowed to dry twenty-four hours; then 
it is re-enforced with spring steel, finished up like a lacing jacket, and will retain 
its form from six weeks to two months. By that time I hope to have the patient 
improved enough so that he deserves another one. I find healthy children run- 
ning around, playing all day long and forgetting all about their deformity, im- 
prove more under that treatment than they do under the exercises alone. But I 
must say, it is absolutely useless to put a jacket or brace or any kind of 
mechanical device onto a case of lateral curvature and depend upon that alone to 
help the patient, because it will not. Unless you add a course of treatment such as 
Dr. Westman has demonstrated to-night, your case will get worse instead of bet- 
ter. The patient will simply settle down into the support, and go on listlessly, de- 
pending upon the weight he carries around to correct the deformity, and it will 
never do it. 

Dr. Westman (closing the discussion) :—I only wish to say in closing that I 
do not wish to be understood as advocating gymnastic treatment alone, or as con- 
sidering it sufficient, because I did not do so. My remarks were entirely directed 
toward the gymnastic treatment of the scoliosis. 


ECTOPIC GESTATION, ITS TERMINATIONS AND TREATMENT—REPORT 
OF THIRTY-TWO CASES. 
Arme Pavut Hetrneck, M.D. 
CHICAGO, ILL. 

This condition occurs with greater frequency than the authors have led us to 
believe. Failure to diagnose the condition is responsible for its apparent rarity, 
and also for its morbidity and its mortality. Knowledge of the possible termina- 
tions of extrauterine pregnancy is necessary before an intelligent discussion of 
treatment is possible. 

1. Gestation may go to full term and a viable child be delivered through 
channels created by the surgeon. But this termination. is an exceptional occur- 
rence. Most extrauterine infants live but a few days; many are deformed. Again, 
the operation necessary for their removal may cost the life of either mother or 
child, and often of both. An extrauterine pregnancy may end in the delivery of 
a viable child, in cases of ovarian as well as in cases of tubal pregnancy. 

2. There may be full-term gestation with death and non-delivery of fetus. 

3. Death of fetus may occur at any period, before or at term. The fetus ad- 
vanced in development will not be absorbed. The degenerative changes in the 
fetus, which usually begin after its death, are a menace to the mother. The life 
of a woman who carries an encysted fetus is in constant peril. Degenerative 
changes may take the form of (a) putrefaction, (b) or infection, (c) the fetus 
may undergo cartilaginous transformation, (d) it may be converted into a fatty 
and friable substance and be known as an adipocere, or (e) into a lithopedion, 
(f) the fetus may become encysted. These fetal cysts may interfere mechanically 
with the development of a subsequent uterine pregnancy; may complicate delivery 
in a normal pregnancy; may also be a source of mechanical irritation of contiguous 
organs. After fetal death the liquor amni is absorbed; no more is secreted, and 
the cyst shrinks. Full term fetuses have been found in the abdominal cavity at 
autopsies and at the operating table. Nevertheless, the ova that develop to term 
or near term are clinical rarities. 

The gestation sac should be regarded and treated as a fetal cyst after the 
death of the fetus. These fetal cysts frequently become adherent to neighboring 
organs, and ulcerating into them, discharge their contents partially or completely 
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in the bowel, in the vagina, in the urinary bladder, in the uterus, ete. Many 
cases are reported of fetal cysts opening into the rectum, and discharging their 
contents per ano. It has been known to become adherent to and later discharge 
its contents through the abdominal walls. There even may be several channels as 
in the case quoted of Fenwick, in which the sac, of several years’ duration, con- 
tained a macerated fetus and had formed two fistula, one opening into the bowel 
and the other into the bladder. In Urbain’s case a left tubal gestation sac was 
found to have ruptured into a cyst of the right ovary. Of tabulated cases reported 
by Parry, Mattei and Peuch, 89 have ruptured through the abdominal whlls. Of 
this number, 15 died; 164 through the intestinal canal, with 47 deaths; 42 through 
the vagina, with 12 deaths; 34 through the bladder, with 10 deaths. Rupture is 
a frequent termination of all forms of ectopic gestation. This accident may occur 
before or after the death of the fetus. Primary rupture, usually, takes place 
between the third and the tenth week. In tubal pregnancies rupture occurs 
generally before the end of the fourth month. 

Both primary and secondary gestation sacs are liable to rupture. The rupture 
is accompanied by hemorrhage of various forms and may be extratubal, intra- 
tubal, and intramural, or may show the characteristics of two or more of these 
varieties. Intramural rupture may be compared with the condition that obtains 
when a saccular aneurism becomes diffuse; in this form of rupture there is always 
a thin layer of tubal tissue separating the blood sac from the peritoneal cav- 
ity. Rupture may, or may not, cause the cessation of gestation. The loss of the 
amniotic liquid will almost invariably bring the gestation to an end. We have 
come in the literature across only one case of an extrauterine child in which, at 
the time of operation, no amniotic sac could be discovered. The earlier the rup- 
ture and the younger the ovum, the quicker will be the absorption of the latter. 
The very fully developed ovum will not be absorbed. It thus remains a source of 
danger 2nd may cause death through the necrosis of the sac, and the vessels sup- 
plying; it may cause maternal death through any one of the many dangers to 
which it exposes its host. 

If an extratubal sac ruptures into the peritoneal cavity and the ovum does not 
perish, the pregnancy will be continued as a tuboperitoneal or peritoneal preg- 
nancy. Rupture of an extratubal sac may occur between the folds of the broad 
ligament. Here, too, gestation may continue and be known as an intraligamen- 
tary pregnancy or tubo-abdominal. Ktistner, in a series of 107 operations for 
ectopic gestation, never once came across either a tuboabdominal or an intraliga- 
mentary pregnancy. 

In intratubal rupture, an -hematosalpinx may result from the accumulation 
of blood in the cavity of the tube, if the tubal abdominal opening be occluded. 
Or, the ovum may continue its development in the tube, and later a secondary 
rupture may occur, either into the peritoneal cavity or between the folds of the 
broad ligament, or in both. The ovum may be carried out of the tube by the 
hemorrhage. This is termed tubal abortion. 

The thing to be dreaded in all cases of rupture is the hemorrhage. It may be 
appalling. It usually requires immediate surgical aid. Rupture may be due to 
hemorrhage between the chorion and tubal mucous membrane, to repeated small 
hemorrhages from the tubo-chorionic vessels into the gestation sac, over distend- 
ing the latter. To the absence or feeble development of the decidua reflexa, to 
traumatism (even a very slight one may cause ovular rupture). The hemorrhage 
associated with the rupture of a tubal or ovarian gestation sac may prove fatal 
or lead to the formation of a pelvic hematoma, 

It is the consensus of opinion that the trophoblasts are the cause of early 
rupture, and mechanical causes, such as undue violence in examinations, of late 
rupture. The trophoblasts exert an erosive destructive effect on the various layers 
of the tubal wall. This destructive action is exerted as well on the vascular 
tissues as on the fibrous and muscular tissues. 

Rupture of ovarian sacs usually occur before the third month. The final out- 
come is dependent not on the source, but on the extent, duration and continuity 
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of the hemorrhage. Retrouterine hematoceles are usually caused by extrauterine 
pregnancies. Hemorrhages, internal or external, occur in all cases of extrauterine 
pregnancy at some period of their existence. 

(c) The migration of the ovum into the abdominal cavity through the ostium 
abdominale is known as tubal abortion (Bland Sutton). ‘Tubal abortion may 
be due: 1. To contractions taking place in the tube, causing separation of 
the placenta, or hemorrhage into its substance. 2. To detachment of the ovum 
by repeated small hemorrhages. 3. Hemorrhages in the muscular fibers of 
the tube. 4. The ovum may be carried out of the tube by the escape of 
blood in intratubal hemorrhages. 5. To intraovulary hemorrhages, causing death 
of the ovum, atrophy of chorionic villi and consequent detachment of ovum. 
Tubal abortion usually occurs within the first months, although it has been ob- 
served to occur as late as the ninth month. At the earlier period of tubal gesta- 
tion the union of the chorionic villi and tubal mucosa is not very intimate. The 
tube at this time is not much distended, usually the tubal ostium abdominale is 
open, and the muscular layers can furnish contractions sufficiently powerful to 
force the ovum and extravasated blood out of the tubal_lumen into the abdominal 
cavity. c 

The author has not the least hesitancy as to the proper treatment of ectopic 
gestation. He holds that this condition is a disease, a dangerous disease, and that 
the products of gestation should be regarded as a neoplasm, malignant at that. It 
is to be treated not.as a pregnancy, but as any other parasitic or malignant 
growth. Therefore, surgery offers the only reliable method of treatment. The 
surgeon’s art must be instantly invoked after a diagnosis or probable diagnosis 
has been made. But three questions should be determined before proceeding to 
operation. 1. Shall the mother be abandoned to nature? 2. Will she live if 
operated. 3. Is there less danger in operating the abdominal cavity than may 
result from the rupture of the gestation sac? It must be borne in mind that an 
extrauterine pregnancy always terminates fatally to the child, and frequently to 
the mother, unless artificially relieved. 

The dangers attending the expectant plan of treatment are too obvious. Mar- 
tin collected 265 cases, of which 36.9 per cent. recovered under the expectant treat- 
ment. In another series of 515 cases, 76.7 per cent. recovered under operative 
treatment. Internal hemorrhage due to tubal rupture is responsible for a ma- 
ternal mortality of 83.1 per cent. according to Cestan. Choyan’s tables show a 
percentage of 84.4 per cent of maternal recoveries after operation. 

The only dangers incident to operative interference in ectopic gestation are 
those of anesthesia, of hemorrhage, of shock, and of sepsis. The first is minimal, 
the second can be minimized, shock can be largely lessened by rapidity in operat- 
ing. Careful aseptic and antiseptics almost completely eliminate the danger of 
sepsis. The diagnosis of ectopic gestation is in itself an imperative indication for 
operation. Lives can be saved by accurate diagnosis, prompt decision and skillful 
operation. Where there is absence of urgent symptoms we have an operation of 
necessity. If rupture has occurred or is taking place, we have an emergency opera- 
tion. The hemorrhage must first be stopped before any other measures are taken. 
This can be accomplished only by opening the abdomen. Even in the absence of 
urgent symptoms, the operation must not be delayed, because as long as the fetus 
lives the placenta increases, both in size and vascularity, thus vastly increasing 
the danger of operation. J. Veit says: “Operate in all cases of extrauterine 
pregnancy, whatever may be the age of the embryo or fetus. 

“The early operation is technically no more difficult than the extirpation of the 
normal non-adherent uterine appendages; the operation toward the end of the 
pregnancy, by which we mean the total removal of the ovum and its contents, is 
always formidable, and often technically an absolute impossibility.” (C. Fenger. ) 
Operation is not contraindicated by the coexistence of an intrauterine pregnancy. 
1 strongly recommend the abdominal route in operating. Only in cases of pelvic 
abscess is the vaginal route to be preferred. 

The one great difficulty to be encountered in operating for extrauterine preg- 
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nancy is the hemorrhage. These hemorrhages are due to the separation of ad- 
hesions and to the removal of the placenta. A very slight “interference” with the 
placenta may cause a frightful hemorrhage. Hemorrhages occur either at the time 
of operation or after operation. Danger from these hemorrhages is the greatest 
if the fetus is still alive at time of operation, or if it has died only recently. 
Those cases in which the placenta has continued to develop in the tube furnish 
but slight complexity to the operation. The placenta, however, has been found 
adherent in every possible way and to every possible intraperitoneal organ; to the 
parietal peritoneum, the omentum, intestines, bladder and other intra-abdominal 
organs. 

The following technic has proven successful in our hands. In the preparation 
of the patient for operation there is one procedure that may well be imitated. 
Immediately before being brought to the table the patient is catheterized. This 
is done to avoid incising a distended bladder. The incision is to one or the other 
side of the median line. The side selected is determined by the vaginal findings 
at the time of examination. A firmer cicatrix is thought to be more probable 
from a side incision. An incision to one side of the median line is better adapted 
to the method of suturing the abdominal wall which we employ. Avoid cutting 
the epigastric vessels. Avoid cutting the urachus. Make use of the Trendelen- 
berg position. The patient is gradually and not suddenly placed in this position. 
After completion of the operation, the return of the patient to the horizontal po- 
sition is to be just as gradual. A thorough examination must be made of the 
opposite tube and ovary, for there may be evidences of a former or of a co- 
existing pregnancy of the opposite tube or ovary; there may be disease of the 
opposite tube or ovary. A needless sacrifice of tissue or organs is uncalled for. 
If the opposite tube and ovary be unaffected, they must not be molested. 

Normal saline solution must not be given by any method before the bleeding 
has been controlled or the bleeding vessels secured. When the bleeding points 
have been controlled its use is of signal benefit. Before control has been effected 
the normal salt solution increases the pressure and is very liable to cause a re- 
currence of the hemorrhage. The abdomen should not be closed until the operator 
is absolutely certain of his hemostasis. If possible, do not denude peritoneal sur- 
faces. Such surfaces offer avenues for the entrance of infection. Lessened forma- 
tion of adhesions is secured by peritonization, or covering denuded surfaces with 
peritoneum. This procedure also lessens hemorrhage and forms a barrier limiting 
the extension of inflammatory processes. We employ a method of suturing which 
has proven very satisfactory. We use an intradermic, a subcuticular stitch, which 
is continuous and which does not penetrate to the upper layers of the epidermis 
for the approximation of the skin. A piece of gauze of sufficient size 
to extend from the points of exit to the points of entrance of our - 
silk-worm gut stitches is placed over the line of incision. The _ silk-worm 
gut stitches are tied over it. They are figure-of-eight stitches  intro- 
duced after the peritoneal stitch has been inserted; the upper loop of 
each silk-worm gut stitch includes both skin and subcutaneous tissues; 
the lower loop includes the sheath of the muscular fibers of the rectus. The 
peritoneal stitch includes peritoneum, properitoneal fat and transversalis fascia 
It is so introduced as to evert the edges of the peritoneum, and so that the 
loop of the stitch does not appear in the peritoneal cavity. The fasvial stitch 
of catgut restores the continuity of the sheath of the rectus. A voluminous gauze 
dressing is used, but no dusting powder. Zine oxid adhesive plaster, because of 
its aseptic qualities, adhesiveness and non-irritating nature is used to hold the 
dressings in place. Peritoneal straps passing around each thigh prevent the 
abdominal binder which covers the whole from slipping up. 

Your great difficulty comes in those cases in which the entire ovum can not 
be removed at one sitting, and the great difficulty lies in the removal of the pla- 
centa. Another difficulty is due to the presence of dense adhesions of the cyst- 
wall to surrounding organs and tissues, and also to its vascularity. 

The following methods have been employed. Each has its advocates. The 
methods, however, are not of equal value. 
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1. The fetus, the umbilical cord and the amniotic fluid have been removed. 
Everything else has been left in situ, and the abdominal wall closed. This is an 
extremely risky experiment. It has been done, however, with success. In success- 
ful cases the placenta is gradually and painlessly absorbed. 

2. The fetus is removed and more or less of the sac is resected. The balance 
of the sac is sutured to the abdominal wall. Drainage is employed and the 
placenta and what remains of the sac are left for gradual expulsion. This is the 
most frequently employed procedure. 

3. After removing the fetus the placenta is removed in part, or so much of it 
as is easily and safely separated, and the remainder is left to spontaneous absorp- 
tion. 

4. After removing the fetus the placenta is left in situ. Then, after the expira- 
tion of a certain time, when it is hoped that the blood supply is spontaneously 
cut off, the placenta is shelled out. 

5. The placenta is removed immediately and completely. Ideal measure if 
feasible. 

6. The placenta and gestation sac are removed at once, likewise the neighbor- 
ing organs, the uterus and ovaries, providing the hemorrhage can not otherwise 
be arrested. This is the method that has been employed in those cases that have 
called for supra- or total hysterectomy. In some cases arrest of the bleeding appar- 
ently could not be obtained any other way. 

7. Vineberg, thinking that the mortality has increased six-fold by leaving the 
placenta in situ, proceeded in a difficult case as follows: He first ligated the ves- 
sels on the free side. Then, cut the uterus across at the level of the os internum, 
without making any attempt to separate it from the mass to which it is inti- 
mately adherent (placenta), and finally ligated the uterine artery on the in- 
volved side, thus performing what may be called partial hysterectomy. His 
patient recovered. . 

8. Preliminary ligature of the uterine and ovarian arteries on the side from 
which the placenta receives its blood supply. This is to be followed by removal of 
the placenta. Martin reported remarkable control of the alarming hemorrhages, 
due to separation of the ectopic placenta, after tying the uterine and ovarian 
arteries on the affected side. 

There is no disputing the fact that the fetal sac and the placenta should be 
removed completely if this procedure be consistent with the safety of the mother. 
The complete ablation of the ovum is theoretically the only perfect operation. 
It does away with all the subsequent dressing of the case; it does away with the 
slow and tedious expulsion of the placenta; with the dangers of sepsis that attend 
this slow elimination of the placenta; it markedly shortens the patient’s con- 
valescence, does not expose them as much to the future development of a post- 
operative hernia. 

The method that we have had occasion to follow in these cases in which we 
feared to disturb the placenta is the following: After having incised the sac, we 
removed the fetus and other intraovulary contents, ligated the umbilical cord close 
to its placental implantation, then we resected a portion of the sac wall and 
sewed what was left of the latter to the abdominal wound. This closes off the 
general peritoneal cavity. It leaves a large pouch which is to be packed with 
strips of aseptic gauze. Endeavor to keep the cavity of this aseptic until all 
the placenta sloughs out of the wound. The elimination of the placenta by this 
method takes from 20 to 50 days. Boissard reports two cases, in one of which 
it took 26 days, a case of a dead fetus, in the other, a case of a living child, it 
took 45 days. 

In some cases a vaginal drain has to be used in addition to the abdominal 
drains. The first strips of gauze that are inserted in the fetal sac are made to 
serve the office of a compress, of a tampon; they are used to check the bleeding. 
After the first dressings the gauze strips are used more with drainage in view. 
After the fetal cyst has been sewed to the abdominal wall or immediately pre- 
vious, according to the exigencies of the case, the compresses that have been used 
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to protect the general peritoneal cavity are removed. Sewing of the sac wall to 
the abdominal wound shuts off all communication between the cyst cavity and the 
peritoneal cavity. We use No. 3 or No. 4 catgut to suture the sac wall to the 
abdominal wall. In some cases you will find it necessary to irrigate this pouch 
during the subsequent dressings with some astringent aseptic or antiseptic solu- 
tion. 

The abdominal wound is closed as in those cases in which a Mikulicz drain 
has been employed. 

The following is a summary of 32 cases treated at the Cook County Hospital, 
Chicago, IIl.: 

1. Our youngest patient was 18 years; one was 19 years of age. The oldest 
was 42, the next to the oldest 40 years old. Eleven were between 30 and 40; 
fifteen were between 20 and 30. 

2. Only three of the women gave a history of previous sterility; sixteen had 
had one or more miscarriages. One of these patients had seven children; another 
eight; two had four each. 

3. Signs of pregnancy, such as tender breasts, enlarged uterus, softened cervix, 
were noted in about one-half of the cases. 

4. Pain in the lower abdominal region; menstrual irregularities, such as de- 
layed or skipped periods or continuous vaginal hemorrhage, etc.; and a palpable 
mass in one or the other, or both fornices were present, respectively, in 30, 28 and 
31 cases. I note these three symptoms under a special heading, because I believe 
that their presence is highly suggestive of ectopic gestation. We are compelled 
to state that a study of the literature of ectopic pregnancy convinces us that 
the following symptoms are of overshadowing importance: (a) Pelvic pain usually 
referred to one ovarian region. (6) Presence of a mass separable from the 
uterus, either situated laterally, posteriorly or anteriorly. (c) Menstrual irregu- 
larities, such as amenorrhea, ete. (d) In rupture, signs of internal hemorrhage, 
varying from increasing pallor and fainting spells, up to complete collapse. 

5. Conception took place in the right Fallopian tube 17 times; in the left, 
14 times; net determined, once. This about equal occurrence in each tube corre- 
sponds with the observation of other surgeons. 

6. Thirty cases were treated by the abdominal route, one by the vaginal route, 
one by the combined route. This latter case died. Drainage was employed in 
nine cases, necessitated in almost all instances by capillary oozing, that was 
considered alarming. 

7. There were two deaths in the series; each were due to a general perito- 
nitis. In one case numerous adhesions had to be torn. In the other the preg- 
nancy was much advanced. All the other cases made rapid and uncomplicated 
recoveries. : 


A STUDY OF ONE THOUSAND CASES OF ECTOPIC PREGNANCY RE- 
PORTED IN THE LITERATURE OF THE PAST TEN YEARS, 
WITH SPECIAL REFERENCE TO DIAGNOSIS AND 
THE REPORT OF CASES OCCURRING IN 
THE WRITER’S SERVICE. 
O. M. Sterrenson, M.D. 

CHICAGO. 

(Abstract. ) 


This paper, as the title implies, is a careful study and analysis of a large num- 
ber of cases. The purpose is to enable the practitioner to promptly recognize and 
differentiate this grave disease. This paper does not profess to deal with the 
questions of etiology or pathology of extrauterine pregnancy. Still occasional 
references are made in order to clear up certain symptomatic data. As far as 
symptoms are concerned, there is a close relationship between ectopic and normal 
pregnancy. Diagnosis of the condition is greatly complicated by the frequent co- 
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existence of ectopic and normal gestation, and also by the presence of other path- 
ological conditions. 

The primary seat of growth and the location after rupture determines the 
variety of ectopic pregnancy. Theoretically an unlimited number of varieties are 
possible since an impregnated ovum may become attached in any part of the uterus 
and tube. But in reality the general distension of the tube from the growth of the 
ovum or from hemorrhage reduces the number of varieties. 

The location of the ovum anywhere between the ampulla and tubouterine 
junction is classified as the isthmie variety. A distinction is also made between 
the cases which develop in the wall of the tube; this form is called the tubal in- 
terstitial. In this form the lumen of the tube remains intact and is not involved 
in any direct connection with the gestation sac. Ninety per cent. of the cases 
reported belong to the isthmic variety occurring in the lumen of the tube, the 
interstitial form number but 3 per cent.; the other 7 per cent. is composed of those 
cases where the ovum develops in the cornual wall, at the tubouterine junction, 
the ampullary form, and the ovarian. More than a score of authentic cases of 
the ovarian variety have been reported. The tuboabdominal, the abdominal, tubo- 
peritoneal, and peritoneal forms may occur by the rupture or abortion of the 
tubal variety of gestation. All writers concur in the opinion that the ovum 
must be expelled with the amniotic sac intact if the pregnancy is to continue. 

Course and termination—in whatever location the ovum may establish itself, 
it continues to grow until some unfavorable event occurs. Hemorrhage, resulting 
in the death of the ovum, occurs from the separation of the chorionic villi from 
the wall to which they are attached. Complete or partial absorption may follow 
or a mole may form. If the ovum continues to live its growth increases until the 
elasticity of its host is overcome and the sac ruptures. 

The abortive process which dislodges a tubal pregnancy may be complete or in- 
complete. The tubal form ruptures either into the intraligamentary space or into 
the peritoneal cavity; the ovarian into the peritoneal cavity. The tubal inter- 
stitial ruptures into the lumen of the tube or into the peritoneal cavity; the in- 
terstitial finds its way into the peritoneal or uterine cavity. The intra-ligament- 
ary may result in secondary peritoneal rupture. In case of tubal abortion, whether 
the ovum be expelled into the uterine cavity or into the interstitial portion of the 
tube itself, there may be a later rupture into the peritoneal cavity. Rupture of 
the gestation occur as the result of two causes, other than traumatism and 
manipulation, distension from hemorrhage and the destructive action of the tropho- 
blasts on the sac wall. ; 

In a series of 1,227 cases 45 per cent. were cases of tubal abortion and 44 per 
cent. tubal-peritoneal rupture, 11 cases of rupture into the broad ligament, and 
25 cases unruptured. There were also a number of undetermined cases. 

In some cases of rupture or abortion, the hemorrhage takes place gradually, 
resulting in a smooth globular tumor. When the hematocele is situated at the 
ostium of the tube it is called peritubal and when beyond the ostium paratubal. 
Simultaneous rupture and abortion may give rise to both varieties of hematocele 
in the same tube. If the ovum escapes into the peritoneal cavity it may continue 
as an abdominal pregnancy to term, or remain for years as a lithopedion. 

Symptoms.—In all cases of ectopic pregnancy a mass is situated within the 
pelvis or lower abdomen. The size of this mass varies from that of a micro- 
scopic nodule to that of a uterus at term. It may be freely movable or rigidly 
fixed by adhesions and may correspond to an enlarged tube, ovary, or to a tumor 
of the uterine horn. Its location may be the space between the layers of the 
broad ligament, extending completely across the pelvis, surrounding and en- 
veloping the uterus and bladder in one immovable mass. It may be in the cul-de- 
sac of Douglas, or it may fill the peritoneal cavity. 

In 334 cases the right tube was involved 189 times and the left tube 147 times. 
A few eases are recorded in which both tubes were involved simultaneously or 
consecutively. Out of 1,000 cases the ovary was the site of the tumor twenty 
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times, the tubo-uterine junction thirty-two; in 11 cases the tumor was found 
between the layers of the broad ligament. 

From lack of data it is impossible to compute the exact percentage of the 
value of pain for diagnostic purposes, although it seems a rather common factor. 
A localized, sharp, agonizing pain is to be associated with the acute dis- 
tension of the gestation sac; gnawing, uncomfortable, localized, painful sensa- 
tion is associated with increased pressure within the sac; local cramp-like pains 
are constantly found in cases of tubal abortion. Severe, intermittent or constant 
pain is usually the forerunner of the rupture of a pelvic hematoma or hematocele. 
In these cases of painless rupture, microscopic examination has revealed that the 
rupture was due to the disintegrating action of the trophoblasts. Abdominal 
pain and tenderness analogous to that in peritonitis is usually associated with 
free blood in the peritoneal cavity. Palpation always produces pain. In 70 cases 
of tubal abortion there were cramp-like pains. No complaint of pain was made in 
6 cases of ruptured ovarian pregnancy. In 30 cases of tubal pregnancy more or 
less pelvic discomfort was present. Pains varying from the just uncomfortable 
to cramp-like were present in 11 cases of hematosalpinx. In 2 cases of rupture 
there were bearing down pains. 

Primary rupture may occur with little or no pain, while severe and unbearable 
pain accompanies the distension of a hematocele by fresh hemorrhage. 

The extent of free hemorrhage into the peritoneum is determined in some cases 
by the site of the peritoneal rupture. On opening the abdomen, fresh hemorrhage 
and recent clots usually denote primary rupture. If there are no fresh hemorrhage 
or old clots present, then the operator has to do with an hematocele, hematoma, 
or hematosalpinx. 

Age of the patient is of no diagnostic value. The ages varied from 2] to 45 
years in 280 eases, the average being around 30. Still the limit may be set far 
beyond 45 years in cases which have gone to term and the fetus remains as a lith- 
opedion. Normal impregnation of the ovum may occur previously or subsequently 
to an ectopic pregnancy. In a series of 280 cases, only 37 cases were women in 
their first pregnancy; 243 had been pregnant from 1 to 8 times. 

Signs and symptoms of ordinary pregnancy may or may not be present. Out 
of 223 cases 50 per cent. showed great irregularity in menstruaticn. In 60 cases 
changes in the breasts were noted in 19 cases, in 11 the decidua was cast off: 6 
had all the symptoms of pregnancy, and 11 only nausea and vomiting out of a 
series of 30 cases. Shock occurs in all cases of profuse hemorrhage. Displace- 
ment of the uterus depends on the size and location of the gestation sac. 

Differential Diagnosis.—Solid tumors, as a rule, are not painful on palpation. 
Micturition may*be frequent and there may be marked constipation, but the act_ 
of defecation and micturition is without pain. Cystic tumors of ovary or uterus, 
hydrosalpinx and hematoma from other causes, cause the greatest difficulty in 
making a diagnosis. The infectious processes need give but little trouble. Per 
forative appendicitis, with peritonitis, has a typical history of its own in addition 
to the shock. The rupture of the other abdominal viscera is generally preceded by 
a history of disease or trauma. Hemorrhage from malignant growths should not 
give much trouble. Neither should hemorrhage in the interstitial wall, as the 
position it assumes does not agree with that of ectopic pregnancy. Five cases oc 
curring in the writer’s service are referred to. 

Cases 1 and 2 were seen in consultation. A tumor the size of a fist was present 
in the left pelvis of both patients. Both were curetted for a supposed abortion; 
in one the hematocele was intact, the other had one-half pint of free blood in 
the abdominal cavity, a hole in the lower part of the sac showed where secondary 
rupture had occurred. A portion of the omentum had forced itself into this 
aperture and practically occluded it. 

Case 3 was a three or four week unruptured tubal pregnancy, discovered 
while operating for a large ovarian cyst. The left tube was involved. 

Case 4, primipara, age 17, missed two periods, afterward experienced sharp, 
local intermittent pains in the right side of the pelvis, accompanied by a rise in 
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temperature. A tender mass the size of an orange occupied the right side of the 
pelvic cavity. For two months the patient was free of unpleasant sensations, then 
the pains reappeared and became so severe that it was decided to operate. The 
tube had ruptured and formed part of the wall of the resulting hematocele. 

Case 5, primapara, age 29. One morning, without warning or preliminary 
symptoms, she experienced a severe localized pain in the right side and fainted. 
Two hours later regained consciousness and summoned aid. General soreness of 
the abdomen. During the next few hours the abdominal soreness increased. She 
was almost pulseless and appeared collapsed when medical aid arrived. The peri- 
toneal cavity contained three or four pints of free blood and some recent clots. 
The tube had ruptured near the tubo-uterine junction. Chorionic villi was found 
in the sac within the tube, but the fetus could not be found. 

Case 6, M. 8., age 31, had a child ten years ago, and a number of miscarriages, 
last one being ten years ago. Menstruation had been normal up to six weeks be- 
fore onset of symptoms. She had considered herself normally pregnant. One 
evening she experienced a sudden pain in the pelvis, on her right side. Examina- 
tion revealed a tender mass, the size of a large orange, firmly fixed in the pelvis. 
Pulse and temperature were normal. The following day pain had disappeared 
except some soreness over the abdomen. At operation, rupture of a tubal gesta- 
tion and a small quantity of blood in the abdomen. A fetus ten weeks old was 
found in the peritoneal cavity and cord and placental tissue were in the tubal 
cavity. The tube was removed and abdomen closed. 

103 State Street. 

DISCUSSION. 


Dr. Carl Beck:—The topic chosen by Dr. Steffenson and Dr. Heineck is so 
large, and the number of pathologic conditions so enormous, that it is difficult to 
pick out one or the other feature of the papers and discuss it. We all appreciate 
the work they must have put in to read all the histories of the cases reported, and 


we should be thankful that they have sifted the matter down to the facts they 
have mentioned. I was interested in some of the statistics given by Dr. Steffen- 
son, and have learned a good many things from them. I will not go into details, 
but limit my remarks to a few points. 

First, I will speak of the diagnosis. We think, surgically, that there is only 
one method to diagnose correctly a case of extrauterine pregnancy, and that is the 
surgical method of exploration. All other methods are more or less uncertain, and 
we should not rely on any method, nor, for that matter, on any kind of treatment 
except purely surgical. I was very glad to hear Dr. Heineck emphasize the point 
that extrauterine pregnancy is no more a gynecologic pathologic condition, one 
that may be treated with manipulations, electricity, injections, ete., as all such 
methods are out of date, and there is only one method of treatment, and that is 
a purely surgical exploration and action according to the exigencies of the case. 
The method of operation has to be individualized. There is no particular method 
of treatment of a case of extrauterine pregnancy except perhaps one, and that is 
the abdominal. Even the indication for a vaginal procedure mentioned by the 
essayists is not absolute. In the presence of an abscess it is better to make the 
abdominal operation, drain the abscess through the vagina, but explore the ab- 
domen first and, if necessary, wall off all exposed surfaces and prevent the pus 
from coming on to surfaces which might be infected. In this way we can often 
make the operation perfectly harmless; so that, I should say, the treatment in all 
cases should be by abdominal incision. 

There is one point concerning which I do not agree fully with Dr. Heineck. In 
1892 I published a paper in the American Journal of Obstetrics concerning ectopic 
pregnancy occurring twice in the same patient. During that time I studied the 
literature very carefully, and advocated in that paper that in cases of extra- 
uterine pregnancy, in the presence of pathologic conditions of the other tube, we 
should remove this tube, but not the ovary. Of course, when the other tube is ab- 
solutely normal there is no reason to excise the tube according to our present 
knowledge of pathologic conditions which produce ectopic pregnancy. But in the 
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presence of the slightest pathologic condition, some adhesions, some abnormal 
direction of the tube through adhesions, ete., we should remove the second tube, as 
my case and other cases in the literature prove that ectopic pregnancy may 
develop in the same patient. I know of a number of such cases from my personal 
experience. You will find that if the pathologic condition is favorable to one tube, 
it is apt to favor the other one; notwithstanding a number of cases which have 
been reported where normal pregnancy has followed extirpation of the tube. 

Dr. Victor J. Baccus:—The few remarks which I wish to make on this subject 
are based on an experience of 32 cases, 5 personal cases and 27 cases of extra- 
uterine pregnancy which I saw in association with the late Dr. Henrotin. My 
work at the time consisted in taking the histories of the cases most carefully, 
assisting at the operation, making histological sections, and studying them under 
the direction of Dr. Herzog. The statistics which have been collected by Dr. Stef- 
fenson are of great importance to us, particularly those during the last ten years, 
and they can be relied upon. The few words I have to say have reference to cases 
of extrauterine pregnancy which present themselves to our office unruptured, and 
particularly the cases during the first two or three months of pregnancy. We 
should always keep in mind that it is very essential to take a systematic history 
of every case, as well as to make a systematic examination of the pelvic organs, 
and after discovering a tumor, we should bear in mind the possibility of extra- 
uterine pregnancy. Failing to differentiate the tumor, we have two means at our 
command which may prove to be of considerable value, and which will enable us 
to make a correct diagnosis in the majority of cases. First, in a case of extra- 
uterine pregnancy the uterus undergoes a certain change which corresponds 
normally with the uterus up to the third or fourth month of pregnancy; that is, 
the cervix is patulous, the uterus large, and it is easy to reach the uterine cavity. 
The decidua is very rarely shed prior to the third or fourth month, and we have at 
our command the means of introducing a curette into the uterine cavity, to obtain 
some products from the uterine cavity for the purpose of microscopic examination. 
As a rule, if the slide is fixed properly, we will be able to find decidual cells. This 
procedure alone, the microscopical examination made by Dr. Herzog, in two cases 
made the diagnosis, while all the other symptoms were negative. 

The next agent which will aid us in making a diagnosis without resorting to 
an exploratory laparotomy is the use of the g-ray by an expert, remembering 
that the embryonal ossifying centers occur from the fifth week on. Therefore the 
skiagraph may give us information in the early cases of extrauterine pregnancy. 
Thus, we may be in a position to advise the patient that she has extrauterine 
pregnancy; that any moment rupture is liable to take place, and that she should 
be operated at once. On the other hand, if it should prove not to be an extra- 
uterine pregnancy, and that the patient has small ovarian cysts, she may not re- 
quire an immediate operation. 

The next thing I wish to mention in connection with the cases of ruptured 
extrauterine pregnancy which has not been mentioned by Dr. Steffenson, is that 
when bleeding occurs, the patient, as a rule, will complain of rectal tenesmus as 
well as desire to urinate frequently. In patients who give a history of disturbed 
menstruation we should always bear in mind the possibility of the existence of 
extrauterine pregnancy. I have brought here this evening a specimen of extra- 
uterine pregnancy which was removed by Dr. Henrotin, at which operation I as- 
sisted. The patient carried this fetus for seventeen months after full gestation. 
She gave a history of extrauterine gestation, went to full term, had small labor 
pains which lasted twelve hours, then there was cessation of labor pains, gradual 
diminution of the size of the tumor to its present size, and seventeen months later 
entered the Policlinie Hospital, and after being under the care of Dr. Henrotin for 
some time a correct diagnosis was made by him. Operation was advised and per- 
formed successfully, the patient making a complete recovery. 

Dr. William Fuller:—In consideration of the subject of extra-uterine preg- 
nancy, it should be remembered that the conditions before and after rupture, are 
entirely different, and have little in common clinically. The symptoms of an 
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ectopic pregnancy before rupture are those of a normal pregnancy; ample time is 
at hand in which to make a careful study of the patient’s condition, consequently 
but little doubt need be entertained as to the accuracy of the diagnosis. Ex- 
ceptionally, however, other pathologic conditions will be confused, even after pro- 
longed and careful study, with unruptured tubal pregnancies, but these lesions 
are also surgical ones, and require the same treatment as the former. 

A tubal pregnancy after rupture, provided the hemorrhage is considerable, may 
resemble any other abdominal condition associated with hemorrhage. The diag- 
nosis in these cases is not only difficult to make, but it is indeed very often im- 
possible to say in just what part of the abdominal cavity the trouble is located. 
The sudden onset of the symptoms, the desperate nature of such cases, easily 
lead one into grievous error in the diagnosis, and suggest faulty and dangerous 
treatment. 

It was my privilege recently to witness an operation by a leading surgeon of 
this city, on a young woman whose case was thought to be, unquestionably, that 
of gall bladder disease. Large quantities of free blood gushed from the abdominal 
cavity as soon as the latter was opened, and the greatest surprise came with the 
discovery of the source of the blood, which proved to be from a ruptured tubal 
pregnancy; a condition which had not even been suspected. I believe that in a 
case where pregnancy is not thought of, or when it is regarded as unlikely, that 
the correct diagnosis in the ruptured cases with free hemorrhage, will rarely be 
made. Many of these cases are found in complete collapse and such information 
as may be gathered under circumstances like these, is hurried and therefore un- 
reliable. Physical examinations reveal nothing that would justify an opinion, and 
the time required to properly study such cases is wanting. 

Concealed hemorrhage from whatever cause would, in all probability, suggest 
the true nature of such conditions, if blood examinations were the routine prac- 
tice. The reduction in the hemoglobin and diminution in the number of red cells 
are so striking that on this evidence alone, the diagnosis might often be made. 

The treatment of ectopic pregnancy, ruptured or unruptured, without excep- 
tion, is surgical, and as Dr. Beck has said, should be done by a laparotomy. Ex- 
perience teaches us that vaginal incision and drainage, except in rare instances 
as mentioned by Dr. Heineck, is a mistake, and the most unsafe and unwise 
manner in which to treat these cases. 

Dr. Emil G. Beck: —With regard to the diagnosis of extrauterine pregnancy by 
means of the a-ray, I believe it has a very limited field, for the reason that very 
early in pregnancy the fetus does not contain any substance which would show in 
an a-ray picture. Cartilage does not show in a skiagraph, and it would only 
show in cases in which pregnancy is far advanced, as for instance, in the case of 
a fetus such as we have seen here to-night. Besides, in a woman who is normally 
pregnant the use of the 2-ray would be contraindicated since it has an injurious 
effect upon embryonic tissues, and in a normal pregnancy the 2-ray might produce 
an abortion. Therefore, I would not like the statement made by Dr. Baccus to 
go out that we should try to make a diagnosis of extrauterine pregnancy by the 
w-ray. We should not advise the use of the #-ray in pregnant women, for either 
diagnosis or treatment. 

Dr. C. O. Young:—I wish to say a word or two in reference to a statement 
made by one of the essayists that an elevation of temperature does not accompany 
extrauterine pregnancy, so that absence of fever should lead one to make a diag- 
nosis in favor of ectopic pregnancy; whereas, the contrary would be in favor of 
some inflammatory condition. My experience in these cases has led me to pay 
very little attention to the temperature, particularly slight elevations of temper- 
ature, because it has been my misfortune to be called in cases where something 
has been done. Very frequently the patients have been curetted with the idea 
that there was an incomplete abortion, and when I have been called in the case 
it has been my misfortune to find elevation of temperature, possibly due to the 
curettage, and in one instance which I recall the postmortem showed a pyosalpinx 
on the other side, explaining the elevation of temperature. A slight elevation 
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of temperature is not uncommon in these cases even when curettage has not been 
done, either from absorption from the blood exudate or infection from the neigh- 
boring intestinal canal. I have also found it of great advantage in operating on 
these cases where the hemorrhage was profuse at the time of operation to run my 
hand down along the pelvis over the bladder, and thus quickly locate the uterus 
and immediately place a clamp on the vessels at the cornu of the uterus. This 
materially helps in controlling the hemorrhage. 

Dr. A. Belcham Keyes:—There is very little use in going over the matter of the 
age only of these patients, but extrauterine pregnancy should be thought of in 
regard to the nullipara or multipara. Extrauterine pregnancy occurs only in 
about one out of 70 nulliparous women, Six cases in 70 occur in women who have 
borne one child, sixty-three cases out of seventy in women who have borne many 
children. Often after bearing several children the woman without apparent cause 
passes years without becoming pregnant. This points to a moral, and it is good 
that there are several obstetricians here to-night who will bear me out that it is not 
the age of the patient, but that the majority of cases of extrauterine pregnancies 
follow an old obstetric infection. It is quite interesting, in looking up and ex- 
amining the histories of these cases, to see how little it has to do with age itself. 
We should make it a rule in every case of a pregnant woman, whether a primi- 
para or a multipara, to examine always for extrauterine pregnancy. Such a rule 
I have followed for several years. We should never omit to remember that it is 
the woman whom we have attended many times in whom this condition is most 
liable to occur. These cases often show a previous perimetritis of an ascending 
character, and in that lies the secret of the etiology of the case, viz., an old 
ascending puerperal infection. 

I agree with the remarks of the last speaker in regard to curetting. Several 
times we find practitioners who have curetted women for a supposed abortion from 
intrauterine pregnancy, when in truth it was an extrauterine pregnancy. I can- 
not agree with Dr. Baccus in regard to introducing a curette into the uterus for 
the purpose of making a diagnosis in these cases, as I feel it is too dangerous. 
It is better to make an exploratory median incision in doubtful cases than to 
risk infecting the patient. 

In the Tiibingen Clinic the majority of tubal pregnancy cases ruptured before 
the second month, nearly all before the third month, one went to the sixth month, 
and one went to term. Early and sudden and easy rupture is the rule in these 
eases. One case ruptured in the Presbyterian Hospital between the time of ex- 
amining the woman and the operation, a period of about one hour. It behooves 
us to be very gentle in making our examination. We should not repeat them un- 
necessarily, but prepare for immediate operation. The mucosa and submucosa 
of the corpus endometrium forms the bed for the chorionic villi, while in the tube 
their structure is so thin that the tube wall is pressure atrophied and rupture 
consequently early. 

In extrauterine pregnancy the symptoms are practically no different from 
those of intrauterine pregnancy, except that we have a uterus that is empty, ex- 
cepting for the false decidua in it, and a growing tumor (the enlarging tube), by 
the side of the uterus. This discussion is one of the greatest importance to the 
members of this society. These cases should be viewed seriously as to their 
gravity, because rupture in so many instances means death unless a competent 
operator is at hand and has the necessary armamentarium to do a laparotomy 
with the precautions it should be done. 

Dr. Victor J. Baccus:—With reference to the remarks made by Dr. Beck, I 
will say that I can show him the literature which supports me in the use of the 
a-ray in these cases of extrauterine pregnancy. As to the exposures, they are so 
short, say within three minutes, that no injury whatsoever can be done. I have 
recently gone over this ground very thoroughly, and I can show Dr. Beck the 
gynecological papers which support me in what I have previously said regarding 
the use of the 2-ray as an aid to diagnosis in these cases of extrauterine pregnancy. 

Again, Dr. Keyes misunderstood me. We do not curette the uterus. We 
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simply obtained some blood and uterine contents for microscopic examination for 
diagnostic purposes. There is absolutely no danger attending this procedure. It 
should be understood that no careful man would introduce a curette into the 
uterus without careful and proper aseptic preparation. When the curette is 
used it should be handled properly, gently introducing it in the uterine cavity, 
and while withdrawing it rub it slightly against the uterine walls. 

Dr. Steffenson (closing the discussion on his part) :—In regard to dividing the 
diagnosis into the symptoms before rupture and after rupture, I will say that the 
literature will agree with Dr. Fuller if he confines himself to peritoneal ruptures, 
but if he includes all other ruptures, it will not. There are innumerable cases in 
which we have intraligamentary rupture, intramural rupture, etc., in which we 
have no symptoms developing from such ruptures. The only differentiation that 
can be made as far as rupture is concerned is peritoneal rupture, with a rapid 
pouring out of blood. There are many cases in which the blood comes out very 
slowly; in fact, the blood may be encapsulated, making it paratubal, the case giv- 
ing no symptoms except that of a mass which does not develop, differing in no 
respect from the cases that have not ruptured. 

Dr. Heineck (closing the discussion) :—While the vaginal route in cases of 
extrauterine pregnancy is becoming more and more unpopular, and deservedly so, 
it should not be entirely abandoned. Many practitioners employ both routes in 
the same individual, in cases in which either the abdominal route or the vaginal 
route alone are insufficient. The abdominal route commends itself to me for the 
following reasons: It enables one— 

1. To attend to co-existing pathologic conditions at the same time that the 
ectopic gestation sac is removed. 

2. To secure a more complete and more careful hemostasis, as the operative 
field is much better under control. 

3. To arrest the hemorrhage with greater rapidity. 

4. To better judge of the extent of damage to make a more direct examination, 
and thereby make a more accurate diagnosis. 

5. To make a more conservative ablation of organs. 

6. To get more quickly in contact with the condition, and to better and more 
completely remove the fetal sac and its contents. 

7. To make use of the sense of sight, as well as of that of touch, when operat- 
ing for these conditions. 

8. In case a mistake in diagnosis has been made (having made use of the ab- 
dominal route), one has ready access to those conditions that simulate extra- 
uterine pregnancy. 

If the opposite tube be the seat of a pyosalpinx, of a hydrosalpinx, of a benign 
or malignant neoplasm, of an ectopic pregnancy, it is needless to say that we 
should remove it. If the opposite tube be the seat of pathological conditions suf- 
ficient to warrant its removal, its ablation in the presence of ectopic pregnancy 
is not contraindicated, in fact is indicated. There are many able authorities who 
favor the opinion expressed by Dr. Beck that extrauterine pregnancy shows a 
tendency to recur, and that as a prophylactic measure, the unaffected tube should 
be removed. However, I am not able to convince myself that as a general rule 
such a procedure is not improper. 

There must not be very much delay in these cases. We must operate promptly. 
Every day of delay hazards the woman’s life; it increases the vascularity of the 
placenta, the size of the ovum, and the difficulties incident to the partial or com- 
plete ablation of the product of conception. Every day of delay increases the risk 
of rupture of the gestation sac, and rupture may mean immediate death. We 
think that as soon as you have presumptive evidence of ectopic pregnancy, you 
have an operation of necessity. If the condition be not urgent, give the patient 
the benefit of all the refinements of modern aseptic and antiseptic operations, 
but in the presence of rupture you have an emergency operation; you must not 
delay. Every minute is precious. Do not trust to expectancy. You cannot see 
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through the abdominal wall to determine whether the hemorrhage incident to 
rupture has ceased or is continuing. 

Most of the cases that have come to the Cook County Hospital had been 
curetted outside; a diagnosis of abortion had been made, or attempts to induce 
abortion had been made. I have seen a few cases in which an attempt had been 
made to induce abortion. The uterus had been curetted, the ectopic sac had been 
ruptured by the manipulations incident to the curettage, and peritoneal hemor- 
rhage had followed. In two cases death resulted. 

Dr. Keyes referred to the matter of great care in examining these patients on 
account of the fear of rupture. Vaginal and bi-manual examinations must be con- 
ducted cautiously and gently. Many are the gestation sacs that are ruptured by 
careless and rough examinations; if the sac is ruptured, hemorrhage can, if it has 
ceased, be started anew by rough handling. 


Meeting of Jan. 9, 1907. 


Regular meeting, held Jan. 9, 1907, with the President, Dr. George W. Web- 
ster, in the chair. Dr. John B. Murphy read a paper on “Surgery of the Spinal 
Cord and Peripheral Nerves.” Dr. William E. Morgan reported a “Case of 
Neurectomy for Neroma, with Transposition of Nerves.” These papers were dis- 
cussed by Drs. Archibald Church, Hugh T. Patrick, Julius Grinker, Hecht, and Dr. 
Murphy. 


REPORT OF A CASE OF NUERECTOMY FOR NEUROMA WITH TRANSPO- 
SITION OF NERVES. 


Witiram E. Morean, M.D. 
CHICAGO. 


The case with which I have the honor to engage your attention is illustrative 
not only of the advantages to be obtained by painstaking efforts at renewed activ- 
ity in an otherwise useless peripheral nerve, but also exhibits in pronounced char- 
acter the sacrificial expense in other nerves which was necessitated by the opera- 
tion. Allow me a moment in which to refresh our memories on the terminal 
distribution of the forearm and hand branches of those nerves which are con- 
cerned in this case, namely, the median, the ulnar and the internal cutaneous. 

1. The Median. This nerve in its descent through the forearm supplies all the 
superficial flexors except the flexor carpi ulnaris, and all the deep flexors except 
the inner half of the flexor profundis digitorum. After supplying these muscles 
with their motor and trophic currents, and passing to the wrist and hand, we find 
that it supplies in large measure not only the motor and trophic currents to 
flexors and adductors of thumb, index and middle fingers in the hand, but also 
sends sensory filaments to the palmar surfaces of these same fingers. The func- 
tional conclusions of this supply are, therefore, first, that the thumb, index and 
middle fingers depend very largely on this nerve for their flexor usefulness. Sec- 
ond, that the tactile palmar sensitiveness on these same fingers is largely depend- 
ent on the same nerve. 

2. The Ulnar. This nerve in its descent in the forearm supplies motor in- 
fluence to the flexor carpi ulnaris, and to the inner half of the flexor profundus 
digitorum, and in the hand the motor current to the short and comparatively un- 
important muscles in the deep palm of the thumb side and almost the entire 
sensory current to the inner side of the wrist, the palm and back of the hand on 
its inner side, and a large share of all sensation to the little and ring fingers, both 
palmar and dorsal. 

3. The Internal Cutaneous. Is almost, if not entirely, a sensory nerve which 
devotes its attention to the skin on the inner palmar and dorsal aspect of the fore- 
arm and wrist. 

Now, with this very brief outline of the relative importance of these nerves, 
allow me to submit the following as my clinical proposition: Given a young man 
following the occupation of expert accountant, and therefore dependent for a living 
on his ability to think and write rapidly and correctly, who slowly becomes a 
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median nerve paralytic through the growth of a large fusiform tumor of the 
median nerve involving some four and one-half inches of its trunk, the tumor 
practically occupying one-half the length of the arm above the elbow, what can we 
do to restore the lost flexor, motor and sensory dexterity of his thumb, index and 
middle fingers, and still preserve his tactile and trophic functional powers in the 
little and ring fingers, which in his occupation are constantly subject to attrition 
and hence with a loss of trophic and sensory influence might easily become ulcer- 
ated and necrotic? 

With this proposition I reasoned as follows: First, the tumor must be re- 
moved and so much of the nerve lost that re-approximation of trunk with terminal 
end is impossible. The patient can afford to lose flexor dexterity in his little and 
ring fingers, but he cannot afford to lose his tactile sensibility in these fingers. 
Now, may I not supply his terminal median with motor power from his ulnar, and 
preserve his tactile sense at the same time in the little and ring fingers with the 
internal cutaneous? The history of the case, with the presentation to-night of the 
patient for your inspection, is my answer. You will notice a rather woeful de- 
formity by atrophy of the deep muscles of the palm, a loss of supinator power 
in some degree, but the patient still is able to earn as good a living at his chosen 
profession as before, is wholly without pain, has good tactile sense in all his 
fingers, and never has had the slightest sign of pressure or accidental necrosis of 
the inner side of hand or little finger. 

Mr. D. B. H., aged 21, occupation accountant. Admitted to Mercy Hospital, 
March 10, 1902. Family history not entirely negative, there having been members 
of the family with carcinoma, and some with connective tissue neoplasms of 
benign character, but of no definite hereditary taint. No venereal or tubercular 
infection. No trauma. Three years before entering hospital, noticed a small 
kernel on inner side of arm at about its mid-point, which grew slowly larger, be- 
came tender to touch, and made the hand feel weak. In January, 1900, it had 
become as large as a hickory-nut, and an exploratory operation was attempted 
and abandoned when the tumor was found to completely involve a large nerve 
trunk. From that time on the tumor made progressive enlargement, the flexor 
power of thumb, index and middle fingers became gradually weaker, pain of an 
aching and numb character became constant in hand and fingers, and marked 
atrophy of flexor forearm and palm muscles became manifest. All of these symp- 
toms during the six months previous to coming to hospital so rapidly increased 
as to finally render use of the hand impracticable. X-ray treatment and iodids 
were used for some weeks previous to entering hospital without further benefit 
than a slight allayment of pain, and the a-rays finally produced a rather intract- 
able burn, which gave much trouble from superficial infection. Local examination 
showed a fusiform tumor occupying the lower inner half of the right arm, in the 
neuro-vascular fold, the tumor pushing muscles forward and backward. Tumor 
partially movable, but fixed to the skin, the skin showing a superficial ulceration, 
1% by 3 inches in extent (#-ray burn), and the tumor seemed to have an upper 
and lower fixation, as though tied at each end. Length of tumor by rough meas- 
urement, 4%4 inches; diameter at midpoint, about 2 inches. Operation was as 
follows: First, a careful and thorough removal of the burned skin down to. the 
tumor. This was done for the purpose of removing an infected area which might 
seriously impair the results of the remaining steps. Second, and with much diffi- 
culty on account of its close vascular and nerve companions, the tumor was 
finally lifted from its bed and was found to be a fusiform mass, with the whole 
of the median nerve entering and spreading into the tumor mass at the proximal 
end, about the mid-point of the arm, and leaving it in the same way just above 
the elbow joint. A silk anchor-guide was passed through the distal end of the 
nerve, the tumor removed, and the proximal end of the nerve allowed to disappear. 
Third, by tracing from internal condyle upward, I had little difficulty in isolating 
my ulnar nerve, and after guide-anchoring its distal portion at the elbow fold, I 
severed it and brought its proximal trunk to the distal median and there sutured 
the two together in the usual method for nerve suture. Fourth, the same pro- 





COUNTY AND DISTRICT SOCIETIES. 337 


cedure was followed with the internal cutaneous trunk and the distal end of the 
ulnar nerve. Fine silk sutures and ligatures were used throughout, gauze drain 
supplied as a precaution, and the arm dressed in flexion to avoid tension on my 
nerve sutures. 

Within forty-eight hours after the operation the patient had tactile, heat and 
cold sensibility in the palmar surfaces and tips of thumb and all of the fingers. 
Co-ordinate and governable movements of the flexors, however, did not appear 
until some two months and a half after operation, from which time mobility rap- 
idly increased and co-ordination correspondingly improved. Atrophy of the 
thenar and hypo-thenar eminences rapidly took place, however, and the interos- 
seous spaces became very marked because of the shrinkage. There is a marked 
inability to fully extend the fingers, due no doubt to the contraction of the 
atrophied palmar tissues. 

Since the operation he finds it easier and hence habitually writes with the pen 
between the index and middle fingers, using the thumb for counter pressure and 
control. 

I submit the following as my conclusions: 

1. That the operation of removal of the tumor was a fully warranted pro- 
cedure, as it was rapidly growing, caused much local pain, and rendered his hand 
practically helpless. 

2. That the transposition of nerve trunks was warranted and rational for the 
preservation of those parts necessary in his occupation. 

3. That the sacrifice of otherwise very important nerves was warranted and 
rational for the same reason. 

4. That the deformity is deplorable, but I believe under tae circumstances un- 
avoidable. 

5. That the a2-ray treatment was useless and visionary, and damaged the skin. 

6. The sensory filaments physiologically recover quickly, the motor filaments 
very slowly, after transposition, in this case, markedly confirming the physio 
logical laboratory researches of the past twenty years. 

The tumor proved to be a pure neuroma of a length after rigor mortis of four 
and one-half inches, and a gross central diameter of an inch and a quarter. The 
tumor was uniform in structure, involving all of the diameter of the nerve. That 
part of the tumor most closely exposed to the 2-ray was markedly softened, with a 
distinct fatty degeneration and some @-ray necrosis of its sheath. 

DISCUSSION. 

Dr. Archibald Church:—I wish to express my appreciation of Dr. Murphy’s 
masterly exposition of this subject. The principles governing the surgical pro- 
cedures have been most lucidly and admirably presented. In such cases of spinal 
cord injury in which surgical procedures were contemplated, where I have been 
called on for an opinion as to the advisability of operation, the question seemed to 
depend not on the relative amount of injury to the cord, but as to whether or not 
it had been actually divided. Dr. Murphy very definitely told us that at certain 
levels, namely, at the eleventh dorsal vertebra or below, an injury to the cord 
demanded surgical intervention. With that proposition I agree. Injuries above 
that level hinge on the question whether the cord is partially or wholly divided. 

I am not in accord with Dr. Murphy when he says that sensory symptoms are a 
fallacious guide. I would insist on examination of the sensory conditions in a 
most careful and painstaking and experienced fashion. I have on several occasions 
seen cases of spinal cord injury that had been consigned to the limbo of the help- 
less and placed outside of the pale of surgery when sensation in the legs was 
present, the supposition being that the cord had been pulpified or sheared off as 
by a fracture-dislocation. 

It is highly essential that one should be familiar with the sensory areas of the 
body supplied by the various segments of the spinal cord. The area of sensa- 
tion in the trunk in relation to the spinal cord is outlined in zones by horizontal 
planes. I recall that while Starr, of New York, was working on the segments of 
the cord that supplied sensation to the buttocks and lower extremities, Dr. Eisen- 
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drath and I, as the result of the examination of a number of cases, published for 
the first time the facts tending to show that sensation on the trunk as related to 
the cord follows more or less horizontal planes of the body. 

If we can find sensation below the level of the injury to the cord, a . definite 
perception of sensation, even in any modified form, we can definitely establish the 
location of that injury, and the fact that the cord is not entirely divided. The 
difficulty is that when the cord has been bruised or contused, or is the seat of a 
hemorrhage, or is pressed on by a hemorrhage in the spinal canal, that under the 
influence of the lesion and the reactionary changes taking place for a few days fol- 
lowing the injury, the transmission of sensation may be temporarily prevented, so 
that often the sensory conditions can only serve as a definite guide at a period 
comparatively late in the history of the case, that is, after ten days or two weeks. 
Immediately following the injury, it does not furnish the evidence that it sup- 
plies later on, and so it is not the invaluable guide that it might be. 

The next point of importance in determining the cutting off of the cord is the 
condition of the reflexes. It is pretty thoroughly demonstrated and is sub- 
stantially accepted that in the human subject if the cord is entirely divided all the 
muscle reflexes below the level of division of the cord are at once and permanently 
destroyed; excepting some little tendency for the sphincters to recover a pseudo- 
activity. The absence of knee-jerks and heel-jerks and other muscle responses in 
the lower extremities in a case in which the cord has been injured, persisting for 
two or three weeks, months or years, proves that the cord has been- absolutely 
divided. Here, again, an index of the very first importance might be absent in 
the early days following the injury, as these reflexes may be temporarily inhibited, 
so that the absence of the tendon reflexes within a few days after the onset of the 
symptoms does not furnish the same guide it does a little later on. 

Turning to the peripheral nerves, I must insist that sensory conditions are 
among the most important guides. I recall a case of fracture of the humerus re- 
sulting in more or less injury to the musculo-spiral nerve, with more or less loss 
of power immediately after the injury. Eighteen months after the fracture there 
was still loss of power in the musculo-spiral area. It was determined by the 
surgeon in charge that it was necessary to cut down on the callus and liberate the 
nerve, resect and bring the ends together, or do whatever might be necessary. On 
testing the sensations in that case, though, there was not the slightest evidence of 
any return of voluntary muscular power, the loss of sensation was reduced to a 
little narrow strip in the middle of this physiologic sensory zone of the musculo- 
spiral distribution, proving that sensation had been restored. In the course of 
another six months there was restoration of complete function without operation. 

In another case a man sustained a dislocation of the hip joint. Ten days after 
the bone had been restored to its socket splints had been applied and other meas- 
ures had been instituted, the patient perceived a numbness or tingling in the foot. 
There was evidence of disturbance of the sciatic nerve. The question arose whether 
it would be desirable to cut down on the neck of the femur for the purpose of 
liberating the nerve, but on examination it was found that there was improving 
tactile sensibility. An improvement in the sensory conditions in the following 
two weeks further demonstrated the lack of any necessity of resorting to a cutting 
operation, an opinion in which Dr. Murphy concurred, and the patient has gone on 
to recovery. The sensory conditions are of the highest importance when carefully 
investigated in determining the necessity of cutting operations. You will recall 
in Dr. Morgan’s case that sensation reappeared almost at once, motion and elec- 
trical responses only after months. 

I most heartily commend the dictum Dr. Murphy laid down relative to the 
necessity of placing axis cylinders end to end, placing the nerves in physiological 
line instead of trying to reverse functions. 

Dr. Hugh T. Patrick:—I have very greatly enjoyed this renaissance of nervous 
system surgery. It is high time we were having it, and my colleagues and I are 
glad to welcome Dr. Murphy among the ranks of the neurologists, where he evi- 
dently belongs. As to the surgery of the spinal cord, Dr. Murphy’s remarks have 
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been limited to acute surgery, and I quite agree with almost everything he has 
said. 

Relative to the importance and value of eliciting the presence of sensory dis- 
turbances, I am sure Dr. Murphy will agree that examinations of sensation are 
of extreme value, not only to themselves, but in relation to motor disturbances. 
As I have been teaching for the past twelve or thirteen years that surgically the 
cauda equina is to be regarded as peripheral nerves, there is no difference of 
opinion on that point. 

As to operative interference in injuries of the spinal cord, I have gradually 
come to the position that when the evidence shows that there is pressure, an 
operation should be done. When the evidence shows that the disability is due to 
a section or to a laceration, whether by direct violence or by hemorrhage, operation 
is not indicated, because a laceration is practically a section, and, as Dr. Murphy 
has explained, a section in the spinal cord does not reunite. Consequently, 
whether it is section by cutting, stabbing, laceration or hemorrhage, there is noth- 
ing to be gained by operation. When the evidence shows that there is pressure on 
the cord, which may be relieved by operation, then operate, because in such dis- 
turbances the pressure is to be regarded exactly as if it were caused by a tumor 
or by the inflammatory products and caseous detritus of a spinal caries. Here 
the sensory symptoms give most valuable information as to whether one should 
operate. So long as the patient is paraplegic from spinal caries, but not anes- 
thetic, there is plenty of time to wait. As soon as marked anesthesia supervenes, 
it is time for the surgeon to get busy. 

I was much interested in Dr. Murphy’s explanation of Hart’s case of suture of 
the spinal cord. I am not sure that his explanation explains it. I think that it 
has not been explained at all. We all agree in feeling that the spinal cord in that 
case could not have been completely divided, although the statement in the paper 
is that the cord was divided, that the ends separated by a considerable interval, 
that this was seen by the operator and his assistants, that the ends were trimmed 


and sutured, and that some function was restored. It is quite an unaccountable 
case. 


I would like to take issue with Dr. Murphy on one point, and that is on the 
question of spinal concussion. I am very decidedly in a class with those who do 
not believe in spinal concussion as a condition, but simply as a mode of injury, 
and a slight one at that. Spinal concussion is the same as cerebral concussion or 
as concussion of the ulnar nerve at the elbow. If one bumps his funny bone against 
something hard there is a momentary disability and sensory disturbance, although 
there is no Jaceration, no disintegration, no hemorrhage, only a transitory dis- 
turbance. If a man sustains a severe concussion of the spinal cord, what is the 
result? Immediately, or after two or three days or a week, there is some evidenée, 
more or less, of some affection of the spinal cord or of his nerves, or of something 
else, whether functional or organic, which produces paraplegia. The question is, 
is it hysteria, hemorrhage, inflammation? Why call it concussion? Because that 
means nothing except a mode of injury. In the case reported by Dr. Murphy I 
would not attempt to make a diagnosis, but I would very much rather try to ex- 
plain the symptoms on ordinary pathology, because pathology of the nervous 
system is very much like the pathology of any part of the body. The case was 
either myelitic, hemorrhagic, degenerative, or functional. 

Dr. Julius Grinker:—Dr. Murphy has presented this subject in a very able 
manner, covering the ground thoroughly. He told us about the neuron theory, 
about the regeneration of nerves. There is no unanimity of opinion as to how 
nerves regenerate. Dr. Murphy believes in the neuron theory, but in the course of 
his remarks he referred to autogenetic regeneration, and said that the reason we 
do not get regeneration in the spinal cord is because the neurilemma is wanting in 
spinal tracts. It appears to me that he has laid a little too much stress on the 
neurilemma, as the tissue concerned most in regeneration, and he proved this 
later by emphasizing the importance of bringing the axis cylinders closely together, 
end to end. He makes this a special point, and insists that they must be ap- 
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proximated just as end-to-end approximation is done in bone surgery. It would 
ippear, then, that, unconsciously perhaps, he has slightly over-estimated the im- 
portance of the neurilemma in regeneration, and has not paid due attention to 
the role of neuraxones from above in the regeneration of nerves. 

He has referred to experiments of Ballance and Stewart, and has taken it for 
granted that these experiments on animals can be applied to the human being. 
I believe that Ballance’s experiments have one fallacy, namely, that he has not 
positively excluded the possibility of union of the axis-cylinders from neurons not 
subjected to his experiments but yet present in the severed tissues, which may 
have eventually united and thus caused restoration of function. He has not 
proven that regeneration has taken place from below without very important aid 
from above. 

The case of Hart has been mentioned as a case of union of the cord. It was 
found, however, that the dura on one side has not been disturbed. It is not true, 
as some have quoted it, that the cord was completely severed; the dura on one 
side being intact, some of the nerve strands were preserved, and any return of 
motion that has taken place may have occurred through these preserved fibers. 

Fowler of Brooklyn reported another case of suture of the cord, and he crit- 
ically refers to Hart’s case, in which he denies that union had taken place. Al- 
though there was no union in his own case, there was slight return of sensation, 
which he ascribed to the persistence of some tissue. Admitting that no successful 
case of union of the severed cord in the human being has as yet been recorded, we 
must all agree, regardless of the views we hold as to the neurilemma being the sole 
or principal cause of nerve-regeneration, that complete severance of the cord is an 
irreparable injury. 

In speaking of spinal surgery, Dr. Murphy has intentionally left us to fill in 
everything. He has laid down the correct dictum, that where complete severance 
of the cord has taken place, do not interfere, but in complete separation, operate. 
I believe he would not have gone to the trouble of mastering the many details in 
the neurology of the cord if he did not intend to do rational surgery of the cord. 
The great field for surgery of the cord is in injuries to the cord and in tumors, 
and even here we must not operate if we have symptoms that lead us to infer that 
the cord has been completely destroyed. 

A complete loss of the reflexes, complete paraplegia, absolute loss of sphinc- 
teric power, absolute anesthesia, and trophic disturbances, such as bedsores, are 
against a possibility of improvement, and I take the stand to-day, after having 
seen a number of unfortunate cases, that if there is one sign left to indicate that 
destruction is not complete, operate in every case, even if you do not see your 
way clear to perfect restoration of function. We are giving the patient the only 
chance for improvement, and incidentally we learn something about the surgery 
of the spinal cord.. 

Drs. Chureh and Patrick have deservedly emphasized the value of sensory 
symptoms. 

In a case seen quite recently, only by means of accurate sensory examination 
was determined the exact level of the cord where operative interference had to 
take place for a tumor of the cord. The patient was completely paraplegic and 
had absolute anesthesia up to the level of the distribution of the tenth dorsal 
segment and incomplete anesthesia somewhat higher up. 

Dr. 8. C. Plummer, to whom I am greatly indebted for permission to study 
the case, performed the operation on January 4, and to-day—only 5 days later 
—there is already some improvement as regards sensation. She feels heat and 
cold and has some return of sensation for pain. There were present the entire 
group of symptoms indicating compression of the spinal cord. The onset was a 
little over seven months ago, with intercostal pain, which radiated into the region 
of the stomach. She was treated for stomach disease. A very persistent inter- 
costal neuralgia should always be considered suspicious of pressure on the cord. 
After a few months there appeared paralysis of the left leg, then of the right. 
Paraplegia developed, sphincter paralysis came on, and absolute anesthesia. The 
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symptoms were those of sensory irritation and absolute loss of motor function. 
There was no history of syphilis or tuberculosis. The paralysis was progressive, 
a sign that the case was one of tumor, which was found opposite the third dorsal 
vertebra, as had been diagnosed. 

We lose precious time in subjecting cases diagnosed as tumor to lengthy anti- 
syphilitic treatment. I believe that more valuable time has been lost with this 
than with any other mode of treatment. Gumma of the spinal cord is one of the 
rarest types of tumor. It is not nearly as common as some other tumors, and yet 
we persist in subjecting these patients for weeks and months to antispecific treat- 
ment. 

In conclusion, I wish to join my colleagues in bestowing praise upon the ad- 
mirable manner in which Dr. Murphy has presented the underlying principles 
governing the modern practice of spinal and peripheral nerve surgery. 

Dr. D’Orsay Hecht:—Dr. Murphy’s paper, which bore evidence of extensive 
neuro-surgical study, would surely attract the attention of all interested in this 
fascinating field of work and even give encouragement to a certain group of neu- 
rologists who are still a little sensitive and shy about subscribing to the bril- 
liant (?) achievements in nerve surgery. When results are so entirely lacking in 
uniformity, there seems to be much justification for pessimism. 

I dare say that if we had been privileged to hear the entire paper, Dr. Murphy 
would have touched upon the recent clinical reports of cases by Taylor, Pierce 
Clark and otners, and then shown us in how far his would compare with their re- 
sults. Indeed, it is astonishing to see how boldly this neuro-surgical field has 
been invaded. Deformities resulting from facial paralysis, anterior poliomyelitis, 
the brachial birth palsies and infantile cerebral hemiplegia have in some in- 
stances been well overcome and patients distinctly benefited by the surgeon’s proper 
appreciation of the possibilities of nerve implantation. 

With reference to the now famous Stewart-Hart case, I believe with Patrick 
that the case, as one of complete division of the cord, is discredited by most neu- 
rologists, though none doubt the sincerity and candor with which the report was 
presented by Hart, who holds out the hope that some day the cord may be united. 

I should like to call attention to one point which, I think, has an important 
bearing on cord surgery. Very frequently, much too frequently, has the Brown- 
Séquard syndrome been taken as positive evidence of section of the cord. That is 
a grievous mistake. This syndrome, so often spoken of in terms synonymous with 
hemi-section of the cord, is by no means an indication of such an accident and 
when so referred to may be most misleading. Cases have been reported in which, 
after four weeks, the entire syndrome cleared up and led to the conviction that 
contusion and perhaps hemorrhage occurred, but not division of the cord. Such 
an instance is recorded by Taylor. If, then, more care were taken in the infererices 
drawn from this one syndrome, it would clear up many of the rather vain efforts 
at surgical reparation of the cord. 

In conclusion, I should like to ask Dr. Murphy whether, when he spoke of 
end-to-end anastomosis and his endeavor to eliminate, so far as possible, the inter- 
position of scar tissue, he thought that scar formation in slight or even moderate 
amount interfered with the conductivity of nerve impulses? It is, of course, con- 
ceded that a perfect technique in end-to-end anastomosis results in practically no 
sear tissue formation, but conditions arise where some intervening connective 
tissue is unavoidably present, and experimental physiologists would have us be- 
lieve that even under such apparently unfavorable circumstances nerve stimuli 
can be propagated through the scar formation. Whether clinical experience is in 
accord with this statement has not, I believe, been admitted. 

Dr. Murphy (closing the discussion):—I wish to thank the neurologists for 
their very generous treatment of my paper. I wish to correct one erroneous inter- 
pretation of what I said. In speaking of the diagnostic value of disturbed sensa- 
tions, I referred to injuries of the peripheral nerves and not at all to those of the 
spinal cord. In a very able paper in Brain by Head, he shows that there is an 
additional sensation-conducting tract that is not recognized as a regular nerve 
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channel, and which is very misleading in the interpretations of sensations; there 
is also great overlapping in peripheral nerve sensation. A woman had a complete 
brachial severance from a foreign body passing down the side of the neck and 
cutting off the roots of the brachial plexus outside of the spinal foramina. There 
was a complete paralysis of motion and tactile sensation, but pain sensation was 
exceedingly acute, and it was not until after I read Head’s article that it dawned 
on me how this could occur. In reading over the literature you will find that the 
statement I made is exactly in accordance with facts and not theories; that the 
interpretation of sensations as manifested in cases reported has been a most mis- 
leading element; but do not think that this statement has reference to injuries or 
tumors of the spinal cord. Not at all. This refers to the peripheral nerves, and 
in the significance of the lines of thermal, tactile, deep and superficial pain sensa- 
tions, as well as reflexes, we are fully agreed, as is shown by this chart of sensory 
disturbances in spinal cord lesions loaned me by Dr. Basso. 

With reference to Dr. Grinker’s statements concerning the neurilemma: From 
a surgical standpoint every nerve fiber we know of, and we know them now very 
well, by the improved methods of staining, is incapable of regeneration if it has no 
neurilemma. We do not care whether it is the axis cylinder that grows down 
from above or whether there is a neurilemmic axis cylinder produced. If there is 
no neurilemma there is no reproduction of the nerve. However, I feel that Ken- 
nedy has demonstrated that there is at least an embryonal axis cylinder produced 
from the neurilemma without reunion of the nerve trunk. 

In reply to Dr. Hecht’s question as to scar tissue, there is no tissue reunion 
without the formation of a certain amount of scar tissue; but if you will remem- 
ber, when we talked about intestinal reunion in 1892, we showed that if we placed 
the ends of the bowel in close juxtaposition, producing close contact of similar 
histologic elements, we would have the least interposition of connective tissue in 
repair. There is always a certain amount of connective tissue, but where that is 
of the neuroglia type and not ordinary connective tissue the results differ, because 
the neuroglia is an (ectodermic) epithelial product and does not seem to prevent 
the transmission of axones as does ordinary connective tissue scars. 

I was very pleased that the discussion brought out the order of symptoms. I 
have laid down in the written paper an order of symptoms which I hope will serve 
as a guide to operations. When I believe that the spinal cord is completely di- 
vided, which is indicated by immediate, complete annular paraplegia and analgesia 
on the same level with absence of reflexes, I do not operate. When a certain time 
elapses before paralysis is complete, both of sensation and motion, and when re- 
flexes are present, there are reasons for operating, and in my paper I have en- 
deavored to lay down approximate rules for these surgical provedures. 

So far as concussion is concerned, I do not consider traumatic concussion in 
the sense in which it was used for years in relation to railway surgery. I mean 
concussion of the cells with functional disturbance. We know that following. con- 
tusions of the cord without division we may have a complete paralysis of both 
motion and sensation and a restoration of function afterwards, the paralysis being 
the result of the inflammatory reaction caused by the force of the blow. Time is 
a very important element in these cases. Often the paralysis is not transverse 
or is incomplete. In these cases there is a hope for complete restoration of func- 
tion unless there has been a hemorrhage to which the paralysis was due. After 
every injury to the cord there is some reaction, but this passes away in time in 
the cases to which special reference has been made in the paper. 


Meeting of Jan. 16, 1907. 


A regular meeting was held Jan. 16, 1907, with the President, Dr. George W. 
Webster, in the Chair. Dr, A. P. Ohlmacher, of Detroit, Mich., read a paper (by 
invitation) entitled “A Series of Medical and Surgical Affections Treated by 
Autoinoculation According to Wright’s Theory of Opsonins.” The discussion was 
opened by Dr. Ludvig Hektoen and continued by Drs. L. L. McArthur, J. C. 
Hollister, George H. Weaver, R. W. McClintock, M. Herzog, and the discussion 
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closed by the essayist. On motion of Dr. L. E. Schmidt, a vote of thanks was 
extended to Dr. Ohlmacher for his very instructive and interesting paper. 


A SERIES OF MEDICAL AND SURGICAL AFFECTIONS TREATED BY 
ARTIFICIAL AUTOINOCULATION ACCORDING TO WRIGHT'S 
THEORY OF OPSONINS. 

A. P. On~macuer, M.D. 

DETROIT, MICH. 

(Abstract. ) 


A brief review of Wright’s theory of opsonins and of the beneficial therapeutic 
effects of proper doses of “corresponding” bacterial vaccine, or of the autog- 
enous one prepared from the patient’s own lesion, is presented. But less import- 
ance is attached to the theory than to the practice of artificial bacterial autoin- 
oculation as a therapeutic procedure, which the author regards as Wright’s great 
gift to medical science and to humanity. For Wright has shown how practically 
all subacute and chronic diseases caused by the pyogenic bacteria, and luckily, too, 
the tubercle bacillus, can be improved and brought to recovery by small, in- 
frequent doses of the corresponding bacteria. 

The author’s personal experience in the clinical application of Wright’s prin- 
ciples includes a series of cases of obstinate, intractable, or even incurable affec- 
tions in which the results have been most surprising and, judged by any other 
therapeutic standard, entirely beyond the ordinary range of possibility. Among 
staphylococcice affections are included examples of chronic acne (both vulgaris 
and rosacee), subacute and chronic furunculosis both localized and generalized, 
axillary adenitis, palmar abscess, impetigo, and a very remarkable case of so- 
called “rose psoriasis,” but what actually proved to be an extensive staphylococcic 
dermatosis due to staphylococcus aureus. In all of these cases progressive im- 
provement and ultimate recovery has been the rule, together with splendid gain 
in appetite, weight and spirits. A case of colon bacillus pyuria, cystitis, and 
pyelonephrosis, with profound sepsis, has been apparently permanently cured by 
five injections of the autogenous bacterium. Pneumococcus empyema by inter- 
costal puncture and small drainage was brought to a complete recovery in seven 
days with two injections of the pneumococcic vaccine. A case of genito-urinary 
tuberculosis with tubercle bacilli and pneumococci in the urinary pus has been 
progressively improving during the five successive injections of a mixed tuber 
eulin and pneumococcus vaccine. 

With subacute and chronic gonorrheal infections Dr. Ohlmacher’s work began 
last August and he has perfected a vaccine from one of several strains of gon, 
coccus which appears to be of wide therapeutic usefulness. The results obtained 
in such conditions as balanoposthitis, epididymitis, proctitis, ophthalmia, con 
junctivitis, vaginitis, and gleet have been most gratifying and unparalleled by any 
previously established mode of treatment. This consideration applies also t 
gonorrheal arthritis (gonorrheal rheumatism) in which the specific and highly 
potent effect of the gonococcus preparation is demonstrated by the immediate and 
steady improvement of the local and constitutional conditions. In these gonor- 
rheal infections the same gain in tone, weight and spirits as evidenced in staphy- 
lococcic diseases was remarked. The address concludes with the statement that 
in these artificial bacterial autoinoculations we possess therapeutic agents of a 
specificity and potency exceeding anything heretofore employed in the treatment of 
disease except possibly the antitoxin of diphtheria. 

DISCUSSION. 


Dr. L. Hektoen:—It may not be amiss to point out that the principle which 
underlies therapeutic inoculations in infectious diseases is by no means of recent 
recognition, although we owe our present interest in this treatment to the work 
of Wright and his pupils. In support of this statement, I may cite that, in 1833, 
a German physician by the name of Lutz wrote a monograph in which developed 
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the idea that all contagious diseases contain in their contagion the materials nec- 
essary for their healing. So, you see, the idea was grasped long before, although 
imperfectly, it blossomed out into actual practical results in the hands of Koch, 
Wright and others. 

It may be proper to call attention to one or two precautions which should be 
borne in mind when we judge the results of therapeutic inoculations. In the first 
place, the cases that are treated by this method are, after all, comparatively few 
and isolated, so that it will take a long time before we can have an adequate 
statistical material from which accurate deductions may be made, such as, for 
instance, is the case in diseases like diphtheria. We must not forget that many 
cases of the diseases that are being treated with therapeutic inoculations not 
infrequently undergo rapid spontaneous healing. In support of this last statement 
I may refer to an instance of furunculosis in a physician who, in order to prepare 
himself for the treatment, thought it best that he should first go home. When he 
arrived home, in the country, the disease very rapidly disappeared spontaneously. 
Now, if he had received one single inoculation we naturally would have attributed 
the healing to the effect of the inoculation. The beneficial results obtained in 
many instances of tuberculosis must also be judged with the idea in mind that 
cures occur under a great variety of conditions. 

Coming now to our own experience, I speak first of tuberculosis. We began 
the treatment of tuberculosis according to Wright’s method under the guidance 
of the opsonic index nearly a year ago. During the succeeding time we have had 
perhaps 15 cases of various forms of tuberculosis under treatment. Two of these 
cases may now be regarded as cured. One is a case of abdominal tuberculosis; 
another a case of tuberculosis of the sacroiliac joint, with fistulous tracts. In 
both of these cases the sinuses have all healed and a symptomatic cure is to-day 
fully established. These patients have received no other treatment than tuberculin 
injections at intervals of ten to twelve days, guided by the opsonic index, the doses 
being one-thousandth of a milligram of Koch’s new tuberculin. They were hospital 
cases. It must be said that in these cases the improvement was synchronous with 
the administration of the tuberculin, and the general impression obtained by those 
who have followed the cases is that the treatment has produced marked and bene- 
ficial effects. 

We have under treatment three cases of urinary tuberculosis. One of these 
has been under treatment for several months, and there has been marked general 
as well as local improvement. In this case the tuberculin injections were fol- 
lowed by prompt subjective improvement, by fall of the temperature, by diminu- 
tion in the frequency of urination, etc. ‘ine tuberculosis involved the base of the 
bladder and the beginning of both ureters, so far as could be determined by ex- 
amination. Those lesions have subsided, so that at present nothing can be felt. 
The other cases of urinary tuberculosis have not been under treatment long enough 
to make any definite statement about the results at the present time. 

A case of tuberculous peritonitis has been treated in the hospital with tuber- 
culin inoculations, and there has been marked local and general improvement; he 
is still under treatment. 

More recently we have taken up the study o1 the streptococco-index in scarlet 
fever. It has been found that the streptococco-opsonic index pursues a rather 
typical course. In the beginning of the disease it is somewhat below normal; as 
the temperature falls it rises above normal, but not very high, four-tenths to five- 
tenths, and then gradually falls to normal again. When glandular involvement 
and other streptococcus localizations develop in the course of the disease this is 
signalized by a fall in the opsonic index, and, as improvement takes place spon- 
tanequsly or otherwise, the index rises. One or two cases have been treated with 
streptococcal vaccine, and it seemed as if there was a marked immediate effect 
upon the glandular infection. But the observations are still too few, having been 
made only recently, to draw definite conclusions, and all I can say is that we are 
encouraged to go ahead and shall do so. Take it all in all, it does seem to me that 
we are bound to go ahead with Wright’s treatment, making careful observations, 
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studying by all means the opsonic index, so that our inoculations may be given at 
the proper time, always having due regard to the Hippocratic injunction to the 
effect that the first duty of the physician is not to do harm. 

Dr. L. L. MeArthur:—I think this subject illustrates beautifully the truth 
of the statement that we travel in spirals. It used to be said that we traveled 
in circles, coming back to the same old place; but each time around we find our- 
selves a little higher. 

It was my fortune to be able to secure and utilize the first sample of tuber- 
culin of Koch used in this city. We had at the hospital a case of lupus of the face 
which had been in the institution nine months, it having been in the hands of my 
colleagues during that time, and had been through the mill. Nitrate of silver, 
actual cautery, electrocautery, caustic potash, curetting, were tried, and then, 
finally, a material which seemed to offer itself as satisfactory for a trial was the 
new remedy of Koch. This fell into my hands, and was given to this patient one 
Monday at a clinic at St. Luke’s. On the following Monday the ulceration was 
one-half its former size. On the second Monday I presented the case to the class 
as cured. Then we thought we had the thing; that tuberculin was going to cure 
all there was to be cured in the line of tuberculosis. One error was, however, 
soon made clear to us, that this remedy would not cure every case of tuberculosis, 
and not only would not cure, but would actually do harm, and after we had seen 
in cases in which it was used for diagnostic purposes extreme prostration, even 
death, we began to be very cautious as to the use of it because we might kill a 
patient. Our spiral, however, has made one great circle, and we have been taught 
through Wright a means by which we can graduate the dose, can give a dose when 
it is needed, as well as know when it is not needed. This is a great achievement. 
He has shown us that it is not only efficacious, but must be used in the proper 
dosage at the proper time. There is a time when you can lower the descending 
index, or when you can assist in its elevation. I have been much interested in the 
work of Wright, have kept familiar with his publications, conversing with Dr. 
Hektoen in regard to them, and was particularly pleased when my associate, Dr. 
Hollister, came back with the apparatus last summer, so that we might begin 
work along these lines. 

What I have to say to-night is largely in reference to the clinical aspect of the 
opsonic index and opsonie therapy as applied to tuberculosis. It is applicable to 
practically all of the infections, but is one which necessarily requires a very large 
amount of assistance, trained assistance, skilled assistance, and enthusiastic as- 
sistance, particularly in the chronic types of infection, such as tuberculosis is, 
before one can determine the time for the added dose. This will necessitate mak- 
ing various blood counts, stainings, etc., to determine the index, before one can find 
out the time for the added dose. 

In the course of the past three or four months we have had under our care 
some thirty-odd cases of tuberculosis. The first of these cases were those which 
had been in my hands or under my care for months and years, and these few 
under such therapeutic measures as the essayist has recommended have very 
definitely and decidedly improved. In fact, some of them have been symptomatic- 
ally cured. Naturally, then, our enthusiasm for a treatment which will cure a 
case that has lasted for one or two or three years will be great, particularly after 
being on our charity list and a burden. We must not, however, be carried off our 
feet by the golden promises this treatment offers, for, as Hektoen has said, we 
must follow it carefully and systematically in order to come to a judicial decision 
as to what should be done (exhibiting charts). 

By taking for a period the index of a patient and finding it four-tenths of nor- 
mal, or two-tenths of normal, then giving an injection and finding it not to im- 
prove essentially, then waiting a week and starting again, and finding the index 
rising to normal, and finally above normal, for a healthy individual, one can not 
help being enthusiastic as to the improvement of his patient if he believes in the 
theory of Metchnikoff. He will become more enthusiastic, however, if he sees his 
patient improve, and accepts the statements of his patient as to the improvement. 
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However, it requires daily observations of the patient’s blood, daily collections, 
and counting of the white blood corpuscles’ capacity for taking up micro-organ- 
isms, and this can only be done in a laboratory. Therefore, we have before us a 
need for a subsidy in this work, by the rich, that it may be carried out for us by 
experts while we are taking care of the clinical side of the equation. 

I will pass around some cards which show the dates and actual readings of the 
capacity of the leucocyte to take up bacteria, as well as the opsonic index over four 
months of time. A decided gain for us, particularly in case of tuberculosis, is 
this: No longer is it necessary to give a patient tuberculin in order to make a 
probable diagnosis in the extremely doubtful cases as to whether there is tuber- 
culosis or not, for by taking some of his blood and testing it outside of the body 
it is possible to determine whether his index is low or not. It has been our ex- 
perience, without failure, in every case of positive tuberculosis to find the opsonic 
index below normal. In no case where we had tuberculosis and a persistent low 
index in the beginning have we failed to find it rise and bring it above the normal 
line. This has been demonstrated time and again. It is possible to wash the 
white blood corpuscle free from its opsonins, so that it is not able to take up the 
tubercle bacillus, but wet that white corpuscle with opsonic serum and it makes it 
capable of taking up the tubercle bacillus; if we accept, as the majority of the 
scientific world have accepted, the fact that phagocytosis is one of the four meth- 
ods by which Nature effects a cure, when she does effect a cure against an infec- 
tive process, then we must admit, if we can consistently raise the index, and we 
know by laboratory methods we can do so, if we are correct in our diagnosis, that 
the patient’s index being above normal, the benefit to that patient is that he is 
capable of destroying the bacteria that are within the body. 

There will be a source of error in regard to tuberculosis when we have mixed 
infection, and, inasmuch as Dr. Hektoen has shown by pathological examinations 
that fully 72 per cent. of all cases that come to postmortem have had tuberculosis, 
or healed tuberculosis, it is quite possible that the opsonic index in those cases was 
below normal, and the other mixed infection will be the one we will have to search 
for. If certain patients of the tubercular type do not improve with this treatment, 
it may not be because the tuberculosis with which they show a low index is affect- 
ing them, but the other as yet undiscovered infection. It has not been possible 
with the work we have dong to go into other infections than that of tuberculosis. 
We are prepared for the gonorrheal infection and are making plans for a report 
on simply tuberculous and gonorrheal infections in the course of six months from 
now, and hope to present that report at the forthcoming Atlantic City meeting 
of the American Medical Association. 

I am much interested in the statement that Dr. Ohlmacher has found a par- 
ticular strain of the gonococcus which is efficient, more efficient than that of the 
autogenous type in the one or two cases mentioned. I would like to ask him how 
he has obtained that, and whether in any of the cases of gonorrheal arthritis he has 
obtained a successful culture from the joint he has aspirated for the purpose of 
making an autogenous vaccine? For in these infections it is considered generally 
true that the fluid of the joint is fairly free from the organisms, they are found 
beneath the synovial membrane much as in cases of purulent urethritis they are 
found beneath the mucous membrane of the urethra in the submucous tissue. 

We can not be too appreciative of the excellent results Dr. Ohlmacher has 
obtained, and I have somewhat regretted that we have chosen a chronic and more 
laborious affection to work with than those of the acute type which have served 
him in such good stead in his practice. I believe we are at the threshold of a 
great advance, and personally I wish to thank Dr. Ohlmacher for making it known 
~ here. 

Dr. R. W. McClintock:—I should like to give the results of my experience in 
handling cutaneous pus infections. I have treated in the last year about eighteen 
cases altogether; ten of them have resulted in satisfactory clinical cures. One was 
a complete and absolute failure, and that was a case in which the opsonic index 
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to begin with was low, and the administration of the first dose resulted in such 
an aggravation of the symptoms that the individual refused further treatment. 

My experience has been along the line that Dr. Ohlmacher has emphasized, 
particularly that of clinical rather than laboratory determination of the results 
of the treatment and of the course to be pursued in the treatment. I have carried 
on my work in this line in the office almost entirely. My implements have been a 
microscope, hemocytometer, incubator, and centrifuge, practically nothing more. 
As a rule, I have made three or four determinations of the opsonic index in each 
case and have depended on the clinical results and clinical picture to tell me the 
amount of dosage that I should use. 

While there can be no question that in the treatment of tuberculosis the ad- 
visability of constant laboratory determination is great, I think that this subject, 
or, rather, this treatment, is too promising, too important to be restricted to those 
having such facilities at command. I believe that every practitioner, who has or- 
dinary experience with laboratory methods in bacteriology and in making blood 
examinations, can use this method successfully. 

I would like to ask Dr. Ohlmacher whether he has had any personal experience, 
or knows of the experience of any one else, in regard to the result of using some 
means of raising the leucocyte count in cases of tuberculosis in conjunction with 
the use of tuberculin. 

Dr. M. Herzog:—I would like to refer to one point which has been brought 
out, and it is well for us to remember it, namely, that the opsonins do not act 
upon the leucocytes, but act upon the bacteria, making the bacteria susceptible to 
being taken up by the leucocytes. So by opsonic index is meant a relative average 
figure which expresses how many bacteria are taken up by the leucocytes. 

The statement has been made to-night that the opsonic treatment is based upon 
a general principle which is applicable to all infectious diseases. It seems to 
me that this is a very bold statement. We ought to remember the time when 
diphtheria antitoxin was first brought out. It was then believed that the principle 
was applicable to each and every infectious disease, and we know to-day that the 
principle of a soluble antitoxin against a soluble toxin is practically applicable 
only to diphtheria and possibly to early cases of tetanus. The principle of the 
opsonic treatment depends upon how much opsonin can be formed and how much 
opsonin can be taken up by bacteria, and how many bacteria can then be taken 
up by the leucocytes. 

One of the co-workers of Dr. Hektoen, two nights ago before the Chicago Patho- 
logical Society, showed that virulent pneumococci do not take up any opsonins, 
and hence are not taken up by the leucocytes. So we can not be any experimental 
means, as was shown by Dr. Hektoen’s assistant, establish an increased opsonic 
index for virulent pneumococci, and, in fact, the index for virulent pneumococci 
is zero and can not be increased. If that is true experimentally, how can we ex- 
pect, by injecting a pneumococcus vaccine into the body, to so affect the leucocytes 
that they will take up virulent pneumococci, when evidently we have absolutely 
no means of increasing the opsonic index? 

It is certainly nothing less than miraculous that Dr. Ohlmacher secured the 
splendid result he spoke of in the case of pneumococcus infection. I would like to 
ask him what the opsonic index was in this case? 

Dr. Hektoen:—I wish to make the same point that I made the other evening 
with regard to the question raised by Dr. Herzog, and it is this, that we are, in a 
sense, over-emphasizing in therapeutic inoculations, the state of the opsonins. 
We must not forget that when we inject a bacterial vaccine we may and un- 
doubtedly do increase other reactive products in the body as well as the opsonins, 
and that these other substances, whatever their nature, may have a great and even 
greater effect upon the infection than the opsonins. In time other methods of 
estimating the effect of bacterial vaccines besides the opsonic may be developed. 

Dr. L. L. McArthur:—In my previous remarks I desired to emphasize the fact 
that to the surgical mind this question was particularly applicable, because the 
prevailing common surgical infections are those which are cured in nature by 
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phagocytosis. We have four general methods by which cures are effected: Those 
of a bactericial character, those of a bacteriolytic character, those of an agglutinat- 
ing character, and those of a phagocytic type. It happens that the staphylococcus, 
the streptococcus, the tubercle bacillus, the gonococcus, and one or two of these 
common organisms in every day surgical] practice may be the ones in which the 
phagocyte does the work very largely, and it is the phagocyte and its ability to 
do work which we stimulate by increasing the amounts of opsonins; but whether 
it is upon the bacteria in the presence of the phagocyte or not is an immaterial 
question. Those are the ones that are peculiarly interesting to us in a surgical 
way, and that led me to go into the work because of my surgical interest in it. 

Dr. Ohlmacher (closing the discussion) :—-The hour is very late for me to do 
justice to this very flattering discussion. I am certainly under deep obligation to 
the gentlemen who have participated. Several of them have enlarged on the points 
which it was quite impossible for me to dwell on in a paper condensed as this 
necessarily was. : 

Dr. Hektoen has, for instance, brought out the importance of the work to the 
pioneers, I am very glad, indeed, to learn from him that a German author hinted 
at the possibilities of what Wright has now made a practice. I might say in this 
connection that some of my homeopathic friends have suggested that another 
pioneer did work a number of years ago in this same direction; and it is claimed 
that Wright’s method is nothing but a modernized homeopathy. (Laughter.) 

I was very much pleased with what Dr. Hektoen said concerning the work 
which has been done in his institution in a preliminary way in the streptococcal 
infection of scarlet fever, and I feel from the little I have done in streptococcus 
cellulitis that there is a field of usefulness for opsonic therapy in scarlet fever. I 
think it important, however, to emphasize at this juncture the necessity of using 
smaller doses of streptococcus vaccine than seems to be the custom. Some one has 
recently reported the use of what seems to me an enormous dose of streptococcal 
vaccine in scarlet fever. I think a good many mistakes have been made in con- 
nection with the treatment of acute pneumonia by pneumococcus vaccine in which 
the dose has been too large. It illustrates this tendency, the danger of which 
Wright plainly points out. 

Dr. MeArthur and his associate (Dr. Hollister) have very kindly brought out 
in considerable detail clinical confirmation as to the good results from opsonic 
therapy in connection with tuberculesis. As I said, my work in this direction 
was preliminary. It has scarcely begun. I was slow in obtaining the T. R., and 
while I have not recited all of the cases I have treated, my work has not been so 
extensive as that which Dr. McArthur and Dr. Hollister have reported. As to 
tuberculosis, I am sure the taking of the opsonic index is a matter of more im- 
portance than in connection with some other infections. On the other hand, the 
tuberculo-opsonic index of tuberculosis is more difficult from a technical stand- 
point. 

As to the results obtained, considering the difficulty of making an emulsion 
of the tubercle bacillus and in comparing results from the various emulsions, I 
have not felt entirely secure. Nevertheless I have treated several cases, and one 
of them particularly, a case of urinary tuberculosis, with progressive betterment. 
Another case of diffuse pulmonary tuberculosis has responded, up to the present 
time, most satisfactorily to five injections. 

Dr. McArthur’s graphic illustrations of the fluctuating opsonic index serve to 
bring out additional points of interest. They are duplicates of what Wright and 
his associates show in the various clinical articles they have published. 

An autogenous vaccine is the best, as a rule, if we can obtain it; that is, the 
germ from the patient. 

Some one raised the question as to the method we employ in making such a 
vaccine. This, as I have said, has been fully explained by Wright in his various 
publications. The explanation has been reproduced in an excellent manner in 
an article by Dr. Hollister, recently published in the Journal of Surgery, Gyne- 
cology and Obstetrics. This article is among the first American contributions to 
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the technical side of opsonic therapy, as applied clinically, and is illustrated by a 
number of drawings, making the subject matter, it seems to me, very clear indeed. 
It would be worth while for each one of you who is interested in this subject to 
read and study this article. 

Dr. McArthur inquires about the strain of gonococcus. The particular vaccine 
I am working with was obtained from a strain that I have had under cultivation 
ever since a year ago last September. Those of you who have worked with the 
gonococcus know what this means—the difficulty of keeping so long alive a strain 
of this rather elusive organism. I have succeeded in keeping two strains for 
that period, one of which gave an effective vaccine, and the other not. I have 
worked with more recent ones, one having been isolated for a period of six 
weeks, but it did not give satisfactory results; and, finally, two or three times I 
have obtained the gonococcus from the patient and reintroduced it without the 
good effects of the older strain. Whether the adaptation of this particular strain 
to the medium has something to do with its success in making a vaccine I am not 
sure. But I do know (and I have learned it to my sorrow) that the gonococcus 
is an organism which excites a tremendous reaction when injected in the form of 
a vaccine. I had some unpleasant experience in my early work, and I think it is 
possible that the somewhat reduced virulence of the strain from its long en- 
vironment on artificial media may have something to do with its being so 
attenuated that it can be used in a sufficiently large dose to make an effective 
vaccine. 

Dr. Hollister has brought out a number of points of additional interest, and 
those that were mentioned in connection with his experience in tuberculosis I ap- 
preciate especially. He belongs, by the way, to that rather small group of 
American medical men who have been fortunate enough to have seen at first hand 
the results which Wright has achieved in London. It requires, really, such an 
experience as this to fully impress physicians with the reality and importance of 
this work. One gentleman, in discussing a paper of mine last week, said it 
sounded like a chapter from the Arabian Nights. It has been satisfaction to have 
come in contact with a physician who spent two weeks in Wright’s laboratory 
last summer, and from him I received an impetus to stimulate a growing en- 
thusiasm and to overcome that conservatism which all of us feel in the face of a 
new announcement. But you should remember that the report which Dr. Hollister 
brings back from Wright’s laboratory is practically a duplicate of what other med- 
ical men have brought from that institution. Wright’s work has been so thoroughly 
recognized at home that he was this summer knighted in recognition of it. His labora- 
tory is really a clinic in which from 30 to 60 patients report three times weekly 
for treatment, and especially striking are the results obtained in cases that are 
pronounced incurable by many of the specialists in England. When you consider 
these things you will, perhaps, partake somewhat of the enthusiasm that animates 
those of us who have in a small way reproduced Wright’s work. 

I wish again to impress the fact that the opsonic valuations are not impera- 
tively necessary—at least, in the common acute, subacute and chronic infections. 
In tuberculosis it is more important. I would not have any practitioner, com- 
petent otherwise by laboratory training, hesitate to use bacterial vaccines because 
he cannot make a sufficient number of opsonic determinations. This, I have 
learned, is Wright’s own view concerning staphylococcus infection. When we have 
chronic acne we have perforce a low staphylo-opsonic index. When the patient's 
lesions are aggravated we have a negative phase. When the lesions improve and 
the general condition improves we have a positive phase, and whenever temporary 
improvement abates somewhat it is time to intervene. I have found some patients 
who seemed to learn self-consciously that these fluctuations occur and they often 
report for treatment spontaneously. As to the interval between treatments, I 
think seven to ten days may be taken as an average for the ordinary subacute 
and chronic infections. For tuberculosis I am quite convinced that Dr. Hollister 
is right when he says the injections should be made at shorter intervals. 

Dr. Herzog raises the question as to how the pneumococcus vaccine acts. Of 
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course, that question is at the foundation of the theoretic discussion of opsonic 
therapy, and it cannot be answered to-day. Personally, I do not feel that Wright’s 
theory of opsonins explains wholly the phenomena that follow therapeutic inocu- 
lation. I think, as Dr. Hektoen has suggested, we will find other substances 
besides the one we are now pleased to style opsonin that are important in this 
connection. But let us not hesitate to give humanity the benefit of this new 
method of treatment because we do not know how the pneumococcus vaccine acts 
on virulent pneumococci. Remember, for many years we did not know why 
quinin cured malaria, and up to the last year we did not know because the parasite 
was not discovered, why mercury cured syphilis. Nevertheless, we have for many 
years empirically employed these remedies very much to the benefit of suffering 
humanity, and I make this kind of plea concerning the adoption of opsonic 
therapy. Let us not, because we cannot satisfy all theoretic considerations, hesi- 
tate to adopt Wright’s method of therapeutic inoculation. 





COLES COUNTY. 

The Coles County Medical Society met in the Carnegie Public Library, Charles- 
ton, with the President, Dr. H. B. Vanatta, in the chair and Members McDonald, 
Bennett, A. T. Summers, Zeppin, Perkins, Edmund Summers, Craig, Freeman, 
Coultas, Bell, Fry, Bryan and Ferguson present. 

Thomas A. Bryan of Lerna and Drs. W. J. Carter and James G. Baker of 
Mattoon were elected members. 

Dr. R. J. Coultas of Mattoon read a paper on Disease of the Maxillary Sinus, 
detailing the elective operations for the condition as well as its palliative treat- 
ment. The paper was discussed at length by Drs. Fry and Iknayan and met 
with general approval. 

Dr. Cleaves Bennett of Mattoon read a very instructive paper on Catarrhal 
Cystitis, paying especial attention to the clinical phases of the disease. It was 


discussed by most of the members present and many interesting features brought 
out. 

Dr. Ferguson offered the following resolutions for the suppression of sur- 
reptitious advertising and unsolicited newspaper notices of professional work 
done and moved their adoption, the motion being seconded by Dr. Coultas. 


RESOLUTIONS ADOPTED. 


The following resolutions were unanimously adopted by the Coles County, 
Illinois, Medical Society on Jan. 8, 1907. They are designed primarily for the sup- 
pression of surreptitious advertising, and are respectfully submitted for your 
consideration : 

THE RESOLUTIONS. 

Wuereas, The frequent appearance in the columns of the local press of the 
names of physicians in connection with surgical or other work done amounts— 
whether with or without the cognizance of such physicians—to an advertisement ; 
and, 

Whereas, Such publicity, being in opposition to the spirit of the Code of 
Ethics of the American Medical Association, adopted by this society as its stand- 
ard for observance, is demoralizing, in that it has a tendency to create distrust 
and lack of confidence among members; therefore, be it 

Resolved, That it is the sense of this society that such newspaper notices 
should be curtailed to the lowest possible limit. With this end in view, be it 
further 

Resolved, That on behalf of the society the secretary be and hereby is in- 
structed to forward a copy of these resolutions to every newspaper in the county 
and to respectfully request the editors thereof, in the future, not to use the names 
of physicians in connection with their professional work or in any other way 
which might give the person so mentioned undue prominence; and that it be 
further 
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Resolved, That the secretary and board of censors be and hereby are in- 
structed to collect such notices as may from time to time appear and read them 
at the subsequent meeting of the society, in order that the members so involved 
may have an opportunity to explain, and, when culpable, receive such censure as 
the society may deem just. O. W. Ferecuson, Secretary. 

A lengthy discussion, principally in favor of the resolutions ensued, the con- 
census of opinion expressed being that these matters are largely in the hands of 
the individual physician and can be controlled if desired. The resolutions were 
passed by unanimous vote. H. B. Vanatta, President. 

O. W. Fereuson, Secretary. 





DE WITT COUNTY. 


The De Witt County Medical Society met January 8 in the County Court 
Room. The attendance was good, and Drs. Vandervort and Fulwiler of Bloom- 
ington and Dr. McLean of Marva were also present. Dr. Vandervort read an 
excellent paper on Rectal Diseases, which was well received and fairly well dis- 
eussed. Dr. Campbell opened the discussion on Pneumonia in Children and 
claimed the disease was often overlooked, and even in the well-developed disease 
the symptoms were in no sense distinctive. He referred to the cases of Acute 
Suffocative Catarrh and said that in those cases ammonium chlorid was not 
good. Three objects were to be met: 1, Rid the lung of the secretion; 2, prevent 
the pouring out of any more exudation; 3, stimulate the patient until the crisis 
is past. In the first ipecac was indicated, in the second atropin, and in the third 
strychnia. Inhalations of hot steam were of marked benefit. This brought out a 
keen and interesting discussion in which all present took part. 

A communication was read from Dr. McCormack relating to insurance fees, 
and a committee was appointed to interview every doctor in the county on this 
subject, as well as the subject of pauper contracts, and report at our next meeting. 
Dr. George J. Edmonsen said the Medical Defense Committee of the State Society 
instructed him to say that if any member of the society got into trouble to report 
the same to him. A motion prevailed that R. A. Lemon of Clinton be selected as 
the attorney for this society. A. F. CAMPBELL, Secretary. 





HANCOCK COUNTY. 


The Hancock County Medical Society met at Mason Monday, Jan. 7, 1907. 
The following program was rendered: Paper, Rheumatism in Children, Frank 
M. Fuller, M.D., Keokuk, Iowa; discussion by Drs. Roth and Tote. Address, 
Acute Obstruction of Bowels, George M. Jones, M.D.; discussion by Drs. Roth, 
Fuller, Parr. Address, Some Conservative Surgery of Female Pelvic Organs, by 
L. B. Dorsey, Keokuk, Iowa; discussion by Laforce, Scroggs, Jones and Fuller. 
Dr. S. M. Parr reported a case of intestinal obstruction. 

Drs. J. E. Camp and F. O. Pershing were elected to membership. The appli- 
cations of J. Toton Johnson, S. E. Motye, B. Kelley, Charles Wiekins, O. E. 
Hutchins and S. L. Minnard were reported to the board of censors. A committee 
consisting of R. B. Roberts, C. L. Ferris and William Blender was appointed to 
draft proper resolutions on the death of a late member, F. A. Waggoner, who died 
Jan. 1, 1907, at Boulder, Colo. Members present: Drs. Parr, Callhan, Roberts, 
Casburn, Tote, Taylor, Miller, Hansen and Blender. Visitors: Drs. Fuller, Roth, 
Jones, Dorsey, Scroggs, Laforce, Topsley, Hutchins, Johnstone, Matye, Winnard. 
The next meeting being the annual meeting, it was decided to hold it at Carthage. 

WILLIAM BLENDER, Secretary. 
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JACKSON COUNTY. 


The regular monthly meeting of the Jackson County Medical Society was held 
Thursday, Jan. 24, 1907, at 2 p. m. in the Logan House parlors, Murphysboro, 
Illinois, with Dr. John Keesee, President, in the chair. The following physicians 
were present: Drs. John Keesee, McAnally, Monroe Etherton, McKinney, Whit- 
acre of Carbondale, Dr. Horstman of Vergennes, Dr. Grizzell of DeSoto, Drs. 
Ingram, Molz, Ormsby, J. C. Etherton and H. H. Roth of Murphysboro, Dr. 
Lacey of Williamson County and Dr. Thornton of Franklin County. Dr. J. R. 
Tweedy of Oraville was elected to membership. The following papers were read 
and freely discussed: Dr. McAnally read a paper entitled Pauper Practice of 
Jackson County; Dr. Ormsby read a paper on The Treatment of Pneumonia. 

H. H. Roru, Secretary. 





JO DAVIESS COUNTY. 


The Jo Daviess County Medical Society held their annual meeting in the 
Woodman Hall, Stockton, Ill., Jan. 24, 1907. Dr. E. M. Bench, President, in the 
chair, with the following members present: Drs. Stafford, Kolb, W.‘ A. Smith, 
Gunn, Stealy, Renwick, Tyrrell, Nadig, I. C. Smith, Kaa, Hancock, U. S. Lewis, 
Gratiot, D. G. Smith, with Dr. J. S. Clark of Freeport and J. G. Wolker of 
Pearl City as visitors. The society elected Dr. C. W. Melhop of Dubuque, Iowa, 
F. W. Boots, Hanover, Ill., and A. M. Pond of Dubuque, Iowa, to membership. 
Very appropriate obituary and resolutions were read at this meeting on the 
death of Dr. G. E. Miller of Hanover, Ill. The President appointed G. M. Tyr- 
rell and I. C. Smith as a committee to divide the county into entertaining dis- 
tricts, and Drs. Renwick and Stafford as an auditing committee, who reported 
the Secretary and Treasurer’s books correct, with a balance of $18.72 in the treas- 
ury. A motion was made and carried that the dues to members outside the state 
be $4.00 anu those outside the county, but wuo are members of other societies in 
the state, pay $2.50. The following officers were elected for the ensuing year: 
President, E. M. Bench; Vice-President, G. M. Tyrrell; Secretary and Treasurer, 
D. G. Smith; Censors, I. C. Smith, H. F. Gunn, H. B. Gratiot; delegate to the 
state meeting, D. G. Smith; alternate, I. C. Smith. 

Dr. E. M. Bench then read a very interesting paper on Pneumonia. The dis-. 
cussion was opened by J. H. Stealy, who suggested that the ice cap or pillow be 
employed in the meningeal form and also that he had obtained good results from 
the pneumococcus serum, repeated and given in 20 c.c. doses. Other remarks on 
this subject followed by different members. Dr. J. C. Hancock then read a valu- 
able paper and exhibited the specimen of a Symcyioma Malignum, stating that 
less than 200 cases were reported up to date, and pointed out the importance of 
watching for this malady and treating it in its incipiency. Dr. Stealy, the Coun- 
cilor of this District, was present and made a few remarks on the insurance fee 
question and medical defense. An application was read and received from J. S. 
Clark of Freeport. Elizabeth was selected as the next place of meeting. 

D. G. Smiru, Secretary. 





MACOUPIN COUNTY. 


The Maucopin County Medical Society held its first quarterly meeting at 
Benld, in the parlors of the Benld Business Men’s Club. Those answering to roll 
call were Drs. Wood, Fischer, Matthews and varr of Carlinville, J. N. English, 
Gross and King of Gillespie and Pattison of Benld. Dr. F. P. Aubuchon of Dor- 
chester, having presented his credentials with initiation fee to the board of cen- 
sors, their favorable report being received, he was unanimously declared a mem- 
ber of the society. 

Dr. Fischer reported a case of Central Placenta Previa, which he brought to a 
happy termination by producing podalic version. Dr. Matthews read a paper on 
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Proprietary and Patent Medicines. Since the days of Dr. Halderman, a charter 
member of the State Medical Society, many advances have been made in the 
preparation of drugs by our pharmaceutical friends. All the isms and pathies 
have been drawn together with the laudable desire to get therapeutic results. 
The up-to-date physician in private practice will hold fast to those drugs that 
are good and use them for his patients’ benefit. The proper place for experiments 
is in the clinic and laboratory. Confine yourself to the official remedies, which are 
sufficiently large and comprehensive to answer all your requirements. 


DISCUSSION, 


Dr. Behrens: It is our own fault that our patients use these advertised rem- 
edies, because we tell them to take this A. K. tablet for pain. Take this bromidia 
for your sleeplessness. Take this Glycero-Smith for your cough! 

Dr. Louis Behrens of the Washington University Clinic, St. Louis, read an 
exhaustive essay on Some Considerations Relative to Conveyance, Prevention and 
Treatment of Consumption. 

Abstract.—No one disease has received the consideration that consumption has 
since the discovery of the etiological factor by Koch in the eighties. The laity 
shares this general acquaintance, so that we have societies, both lay and profes- 
sional, devoting time and study, having in view prevention and amelioration, 
with the ultimate hope that soon consumption’s ravages may be markedly les- 
sened, perhaps become as seldom seen and as obsolete as is smallpox. This mil- 
lenium of total elimination of tuberculosis in Germany and England seems near 
realization. A 40 per cent. decrease is recorded in ten years, and by 1925 tuber- 
culosis will be classed among those rarities that variola now is. In the United 
States, with less poverty and more natural resources, we should likewise stamp 
out this preventable plague. One-tenth of all deaths are due to phthisis pulmo- 
nalis, and in St. Louis the percentage is even greater. Prevention is our slogan. 
The conveyance from man to man by tubercle-laden sputum in 90 per cent. of the 
cases is an accepted fact. The dried sputum on the bed and carpet are splendid 
opportunities for dissemination. Spitting in public places should be prohibited. 
The housewife should know that the feather duster and broom are not the best 
means of cleaning houses—that the brush and damp rag are sure aids to preven- 
tion of disease. Soap and hot water and sunlight are means of destruction of the 
tubercle bacillus at every one’s command. Darkness and dampness, carpets and 
hangings are its favorable lair. Twitchell found that dried sputum on a hand- 
kerchief or blanket would, by inoculation, after seventy days, produce a tubercular 
lesion. Dried sputum will produce tuberculosis after four or eight weeks. 

A diagnosis from sputum examination is the one best means at our command 
and should be frequently made. The number of tubercle bacilli found is no evi- 
dence of the virulence of infection. After consolidation of the lung and cavity 
formation the physical signs are quite plain, and in some cases the bacilli are 
hard to find. Benefit from treatment is obtained best by making a true diagnosis 
before the bacillus is found. The closest scrutiny must be paid to finding the 
physical signs incident to the closed stage of the disease before the breaking down 
of the tubercle. The hacking cough, moderate hoarseness, persistent afternoon 
temperature are suggestive. Physical signs are retarded, respiratory excursions 
of the affected lung area, asymmetrical dulness after careful percussion and aus- 
cultation. A roughened respiratory murmur and a crepitant rfle is evidence of 
inflammatory cnange in the bronchioles. The old tuberculin test of Koch may be 
relied upon, with its characteristics of temperature for several days. 

The ingress of the economy by the tubercle bacillus is through the respiratory 
and gastro-intestinal tract. The inhalation method is best understood. A vitiated 
lung being in a fertile condition for the growth. So with the gastro-intestinal 
route, being so debilitated that it can not destroy the bacilli, permits the entrance 
of the unwelcome host to be distributed as miliary tubercles through the body. 
Foodstuffs, possibly tubercle laden, should receive our attention. The faucial 
tonsil, so frequently found hypertrophied in the young, is a causative factor; 12 
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per cent. of these glands are tubercular. The apices of the lungs are frequently 
infected by way of the fauces which are connected by the lymphatics of the neck. 
We are all familiar with the general infection that may take place from a broken- 
down tubercular cervical gland. We should remove unhealthy tonsils and enlarged 
glands to forestall a further contamination. 

Treatment can not be specific or narrow. Unfortunately we seldom see cases 
in the first stages. How often patients will go for months with the afternoon 
fever and slight cough and will wait till hemorrhage scares him to the family 
doctor. Our duty is to examine thoroughly all suspected cases early. 

The postmortem table often shows areas of tubercular scar tissue dating back 
to some decline in health. Many times Nature heals, so do not send your patient 
away from home to die. 

Dr. Trudeau demonstrated, at Saranac Lake, New York, that undreamed-of 
results could be accomplished in the cure of consumption. In due time New 
York appreciated his work a d established at Raybrook, N. Y., the State Sani- 
tarium for Consumption. Massachusetts followed, selecting Rutland as its loca- 
tion. They report 33 per cent. cures from their open-air tent life with forced 
feeding. Missouri has erected a building and sanitarium at Mount Vernon, Mo., 
and Illinois is doing splendid work in her tent colony at Ottawa. Sanitarium and 
tent life can be adopted in our back yards. Macoupin County has many advan- 
tages to carry out this treatment. Fresh air with sloping hills for drainage are 
found in every section, not to speak of foodstuffs necessary to carry out a treat- 
ment conducive to cure. In St. Louis space will not permit adequate back yard 
facilities. The open window has to be utilized to carry out the fresh-air idea. 

We must build up the person’s resistance through food. The bitter tonics are 
indicated to stimulate the functions of the stomach and liver. The personal idio- 
syncracies of our patient should be studied and medication should be cautiously 
used to suit each case. 

In the discussion the statistics of public sanitaria were questioned with the 
idea that treatment is too general. Individual care of patients is lacking and 
their tastes and idiosyncracies are not considered. Still the patient learns gen- 
eral rules of hygienic living which will be of vital service to him on his return 
home. Dr. Matthews reported a treatment of a successful case of incipient con- 
sumption with the hypodermic use of neuclein and gold and sodium chlorid as 
adjuncts to tent life in the back yard, and forced feeding. 

The following resolution was unanimously adopted: 

Resolved, That we, the Macoupin County Medical Society, in regular session 
assembled, do hereby urge our Representatives in the present Legislature to con- 
sider favorably and pass the recommendations of Dr. Billings and the State 
Board of Public Charities, to-wit: $15,000 for the free distribution of diphtheritic 
antitoxin to the poor outside of Chicago under the auspices of the State Board of 
Health; second, $250,000 for the establishment of a farm or colony of epileptics; 
third, $150,000 for the establishment of a state sanitarium for the treatment of 
incipient tuberculosis; fourth, that the insane and feeble-minded epileptic de- 
pendents be state charges, leaving the county only the care of paupers. 

The society heard an able essay by Dr. Wood—The Rapid Diagnosis of Diph- 
theria for the General Practitioner. 

Abstract.—The necessity for the early diagnosis of diphtheria is self-evident. 
A failure often results in early involvement of the larynx, frequently ending in 
death of the child. First obtain a culture from the throat of the patient with a 
swab of cotton on a platinum needle. A swab may be made of a test tube, a 
wire bent with a loop at both ends, just long enough for the tube. One end of the 
wire is wound with wick of asbestos as a swab. The other end as a stopper. This 
apparatus can be sterilized and used repeatedly. The next step is to obtain tube- 
slants of Loeffler’s blood serum. Then smear a cover-glass with the swab from 
the throat for immediate staining with methylin blue and examination in your 
laboratory for the germs. The serum slant must be then incubated for twelve 
hours by placing the tube in the inside vest pocket next to the body at blood heat, 
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the doctor acting as his own incubator. If the diphtheria bacillus is present 
there will appear a yellowish-white glaze growth, with white colonies here and 
there. The smears from this culture will show under the microscope—characteris- 
tie bacilli with long-beaded threads and dumb-bell enlargements at each end. The 
advantages of this method are a quick diagnosis, and the general practitioner 
becomes expert in his knowledge as to the identification of the diphtheria bacillus. 
The practitioner may also keep a check on his diagnosis by sending specimens to 
the state laboratory for examination. 

The society then adjourned to meet in Carlinville the fourth Tuesday in April. 

Dr. JoHN PALMER MATTHEWS, Secretary. 





MORGAN COUNTY. 


The Morgan County Medical Society held its regular meeting at the Public 
Library, Jan. 10, 1907, at 8 p.m. President E. L. Crouch in the chair. Sixteen 
members were present. Minutes of last meeting read and approved. Dr. R. F. 
Windsor elected to membership of society. Dr. Black presented a case of ovarian 
cyst, the contents of which appeared like fecal matter and contained strands of 
hair, some of which were two inches long. Dr. Hairgrove reported a case of pelvic 
abscess which was evacuted three times; the last time fecal accumulations were 
found. Dr. Josephine Milligan read the paper of the evening on “Notes on a 
Series of Obstetrical Cases,” accompanied by an elaborate series of charts. 

Discussion opened by Dr. Black, who presented a specimen of a child in utero, 
mother having died with heart disease during confinement; also a specimen of 
large uterine fibroid, which resembled a case of pregnancy, and was so diagnosed 
for a time, and lastly, a specimen of uterine fibroid, the woman dying from 
exhaustion by trying to expel tumor. In this case doctors differed greatly as to 
whether it was a tumor or a pregnant uterus. Dr. Hairgrove discussed the 
difficulty of a diagnosis in pregnancy, but thought it might always be made 
with a close examination. 

- The secretary read a communication from Dr. McCormack in reference to the 
increase of life-insurance fees; discussed by Drs. Baker, Black and Hairgrove 
Dr. Black moved that the chair appoint a committee of three to look into the 
matter and report at next meeting. Drs. Hairgrove, Baker and Duncan were ap- 
pointed on committee. Several committees were named: Public Health and Leg- 
islation, Drs. Black, Baxter and Norbury. Library Committee, Drs. Pitner and 
Dewey, in connection with Dr. Black. Tuberculosis Committee, Drs. Hairgrove, 
Hardesty and King. Dr. Hairgrove stated that Dr. Evans of Chicago intended to 
address the Woman’s Club on Tuberculosis, January 12, and wished for the 
Morgan County Society to attend. On motion made by Dr. Black, the officers 
of the society acted as a committee to arrange for an address by Dr. Evans, 
while he was here, on Medical Defense. Papers for February 14: Dr. T. A. 
Wakely, Preventive Medicine. Dr. P. E. Hofmann, The Kidney of Pregnancy. 

ALLEN M. Kine, Secretary. 


NOTES ON A SERIES OF OBSTETRIC CASES.* 
JOSEPHINE MILLIGAN, M.D. 
JACKSONVILLE, ILL. 

In looking over my histories for a series of obstetric cases the first impression 
is that insufficient records were taken. It is only by a definite routine carefully 
carried out that all the points in a case will be noted. Proper record keeping 
does not come easily and naturally. A system has to be built up by experience. 
Perhaps nothing is more helpful to better methods of history taking than to 
have the humiliating experience of referring hopefully to records and finding them 
inadequate. For some time past I have used the device of an obstetric card to 
glance at when writing the history of a case to help in putting down all the 
facts. A card that can be made more or less elaborate as the individual case 


* Read before Morgan County Medical Society, Jan. 10, 1907. 
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requires. There is nothing new or original claimed for the care of obstetric 
patients. I simply give the results of the work. 

In the care of these obstetric cases there are two points in which a better 
asepsis has been attained; first, by making a diagnosis of the position by external 
manipulation instead of depending on the internal examinations. The only cases 
in which the diagnosis can not be made by the external examination are those 
in which the abdominal walls are very rigid or fat and if unusual positions exist, 
Lessening the number of internal examinations makes a corresponding lessening 
of the dangers of sepsis to the mother; practically I find that now the diagnosis 
is made by external examination and that the pelvic examination is, if made at 
all, made in order to judge how soon the doctor’s services will be needed. To 
decide on the extent of cervica] dilation by the character of the pains is some- 
times misleading, the patient unintentionally often deceives by stating that the 
pains are expulsive, so it is usually a saving of time to examine locally to find 
out the amount of dilation of the cervix. 

The second way in which a better degree of asepsis has been attained is in the 
wearing of gloves when making a pelvic examination after labor begins and in 
delivery. It has been said that if a doctor can not keep his hands clean he can 
not keep his gloves clean, but it is a much easier task to keep smooth nailless 
gloves clean than hands. Practically even in the poorest home it takes but a 
short time to boil water in a tin or granite pan to sterilize the vessel, then boil 
the gloves in it and in a few minutes have them ready to put on. After using 
gloves the first few times they are no hindrance to the sensitivness of touch. 
When I first began using them I thought I could not be quite so sure of what I 
felt, but now I think that was purely mental, for the thin tissue spread 
smoothly over the examining finger can not take anything of value from the 
tactus cruditus. 

In looking over the records of the series of 102 cases I find that 38 were 
primipare and 64 multipare. We will consider the primipare first. Fifteen were 
confined in the hospitals and 23 in the homes. Two hours was the shortest 
time of labor and 48 hours the longest. The time of labor was not recorded for 
10 cases—the average for 28 cases was 19.8 hours, a somewhat longer time than 
the average given in the books. The urine from these primipare showed in 19 
cases no albumin; in 6 cases a trace of albumin; in 12 cases there was no report; 
in one case the faintest trace of albumin. In this case the specific gravity was 
1002.4; 4%4 gallons of urine in 24 hours. On careful inquiry I found the patient 
drank three gallons of water daily, having been imbued with the idea from some 
hydropathic friends that water was the best thing that she could take. The 
routine number of examinations of urine is five—there are often more, never 
less—if the patient is under my care through pregnancy. 


The presentation in 35 of the 38 primipare was head. One case was breech 
and two cases were not reported. There were 14 cases of the L. O. A. position, 
the diagnosis made before labor and confirmed at delivery. There were three 
R. O. A.; diagnosis made before labor and turning so that at delivery they were 
L. O. A. There was one L. 0. A. diagnosis made before labor and at delivery had 
turned to R. O. A. There were seven cases of R. O. A. diagnosis before labor and 
confirmed in R. 0. A, position at delivery. There were three cases R. O. A. posi- 
tions at delivery and five cases of L. O. A. positions at delivery. There was one 
breech and one brow turned by manipulation to face. 

The number of pelvic examinations made in each case of obstetrics in 
creased with the distance of the doctor’s other work from the patient. For 
four patients there was no internal examinations; for nine patients there 
was only one examination each. In 17 records there was no report of the number 
of examinations. In 17 histories the perineum was torn so as to require one to 
four stitches. In five histories the perineum was torn to the sphincter. There 
were no tears in 12 cases; by no tear is meant no tear to warrant a stitch. A 
tear in which one can lay the little finger always calls for stitches. I doubt if a 
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primipara is ever delivered without any break at all, and in the reports of after 
examinations only one perineum is given as perfect. 

Of the 38 primipare 27 nursed their babies. Five both nursed and fed arti- 
ficially the children because there was insufficient breast milk. Five children 
were fed from the first. Fourteen patients had sore nipples and one breast was 
lanced. Only seven had normal nipples with no soreness. Gloves were worn in 
19 cases both for examinations and delivery. The records of after examinations 
are the most inadequate of all my obstetric notes. The instructions are that 
every such patient shall present herself at the office for a pelvic examination six 
weeks after delivery. The cost of the same to be included in the fee for delivery, 
but of the 38, 22 are not reported. The examination is of the perineum, walls of 
vagina and cervix and to see if involution is good. In eight histories the report 
was good, in two fair and in one excellent and one perfect. 


In 23 of the 38 cases, measurements by the pelvimeter of the pelvis were taken. 
The largest measurements were for a woman whose labor lasted 26 hours. The dis 
tance between her A. 8. S. was 1014 inches; between the crests, 1114 inches, and the 
external conjugate was 81, inches. Four patients had an external conjugate of 
only 61% inches. One of these was a forceps case. The patient presenting the 
smallest measurements had a normal labor of 32 hours’ duration. The measure- 
ments were A. 8. S., 8% inches; crests, 101%; external conjugate, 644. These 
figures certainly show that the measurements of the bony pelvis are not the only 
factor in difficult delivery. 


There were 12 histories showing a rise of temperature. Five of these were due 
to trouble with the breasts; one to hemorrhage; the uterus had to be held down 
for two and a half hours, and there was probably some infection in this case; 
the temperature ran to 103 degrees. One patient had a temperature of 104 degrees 
that was immediately relieved by emptying the bowel. Three of the forceps cases 
had temperatures running from 100 degrees to 101.3 degrees. One forceps case 
had no temperature. One patient had a temperature of 105.5 degrees due to an 


unknown infection; there was almost no tympanitis. The labor had lasted 26% 
hours and was very severe. The baby died, cause known; mother recovered. One 
patient had a temperature beginning on the fourteenth day that ran a few days. 
The family called it malaria. As I could find no cause for it, it went by that 
diagnosis. 

Peculiarities noted in the primipare were as follows: Cord was once around 
the neck in four cases. There was one battledore placenta, and one placenta had 
two entirely separate unequal lobes, what Williams calls placenta duplex succen- 
turiata. The breech presentation baby was lost; the perineum was extremely 
rigid and the pains were insufficient. The mother was 38 years old. I° 
think the baby might have been saved if forceps had been applied to the after- 
coming head. I had them ready to use, but as the delay seemed very slight the 
expulsion was left to nature. To complicate matters the cord was around the 
neck, and the baby only breathed through artificial respiration and died in two 
hours. One baby had ophthalmia neonatorum. In another case the mother had 
suffered from an attack of gonorrhea during the fourth month of pregnancy, but 
at the time of labor no germs of Neisser were found in the secretions and the 
baby had no trouble with the eyes. On four patients forceps were used. On the 
first the labor had lasted 34 hours. The patient was exhausted and the pains 
were becoming weak. The child’s head was large and hard: low forceps made 
the delivery easy. The measurements were A. S. S., 10 inches; crest, 11, 
inches; external conjugate, 7 inches. The second patient on whom the forceps 
were used the measurements were A. S. S., 9 inches; crest, 10 inches; external 
conjugate, 614, inches, quite small. Labor lasted 24 hours; the pains were dying 
away and the patient was exhausted and the perineum rigid. Low forceps were 
applied. 

In the third forceps history the measurements were A. S. S., 9% inches; 
crests, 11 inches, and external conjugate, 7 inches, showing a proportionally small 
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external conjugate. There was such rigidity of the perineum that after 38 hours 
of labor episiotomy was done and low forceps applied to aid the weak pains. 

In the fourth history the measurements were: A. S. S., 914 inches; crests, 
10% inches; external conjugate, 814 inches. The position was brow after turning 
it to face, chin rotating anteriorly; low forceps were applied. In this case I 
think time would have delivered the baby after the face presentation was secured 
had there been sufficient patience on part of mother and doctor. 

There was one history of a deformity. The patient had a double uterus 
and two vagine. The fetus probably was in the left uterus. The labor was 
only 131% hours and quite normal, except that the vaginal septum held back the 
head and had to be snipped. The day after the birth a classical decidual mass 
was expelled from the unoccupied half of the uterus. 

We now pass to the consideration of the 64 multipare. Of these 45 were con- 
fined at home and 19 at the hospitals. The shortest time of labor recorded was 
one hour and the longest was 38 hours. The multipara suffering from this long 
labor reported that her first confinement was extremely tedious; that she was 
slow in every way and, of course, her labor would be slow. In 40 recorded cases 
the average length of labor was 91 hours. The urine was examined from 42 
patients. In eight records there was a trace of albumin; in cne albumin and 
granular casts. In this case the baby died on the eighth day; it was artificially 
fed. In 33 there was no albumin. There were 63 head presentations and one 
breech. Of the head presentations the following positions were found: In 15 
the diagnosis of L. O. A. was made before labor and confirmed at labor. In 10 
the diagnosis of R. O. A. was made in pregnancy and confirmed at labor. Four- 
teen were L. O. A. at labor; six were R. O. A. at labor. In seven the diagnosis of 
R. O. A. was made before labor and at delivery were turned to L. O. A. One 
R. O. P. was observed to turn without aid to R. O. A. The labor was of 28 
hours’ duration. There was one face case at seven months. The one breech case 
was a deformity. The position was right sacro anterior iliac. There were 23 
who were in their second confinement; 15 in the third; 9 in the fourth; 5 in the 
fifth; 2 in the sixth; 2 in the seventh; 1 in the eighth; 1 in the ninth; and 1 in 
the tenth. To compare the number of pregnancies in this list with those of 
Granny Carson, who was the popular midwife of Morgan County in the early 
days, is interesting. Most of her clients went through from eight to fourteen 
pregnancies, and a few sixteen. 

There was only one local examination made in 21 cases; two examinations in 
9 cases; no examination in 2 cases, and 5 cases were born before I arrived. In 
27 cases there was no record. There were 19 histories showing that there were 
tears and 28 showing that there were no tears. In 49 patients the breasts were 
normal, that is, the children were nursed for the proper length of time. Twelve 
babies had to have the breast milk supplemented by artificial feeding. Five 
babies were fed artificially. In two patients the breasts were lanced. Twelve 
had sore nipples. Gloves were used with 29 patients both in examinations at the 
time of labor and at the delivery. Among the 64 there were six that had a 
temperature of over 101 degrees. Two were breast cases. One had phlebitis with 
a maximum temperature of 10214 degrees. One had pneumonia that brought on 
labor at the eighth month. The maximum temperature was 103 degrees; both 
baby and mother lived. 

The sixth case the mother had cervical and vaginal ulcers discovered during 
the early months of pregnancy, cultures taken at six and a half months of preg- 
nancy showed the streptococcus. The patient at the seventh month developed a 
septic pneumonia, aborted and in six days died of septic infection that postmortem 
showed ran through the chain of lymphatics from the ulcers to the peritoneum. 

The peculiarities noted were in one, a v-para, at the seventh month diagnosis 
of hydromnios was made; the history given was that in the previous pregnancy 
there was an excess of liquor amnii. At this time the abdominal distension was 
distressing. The measurement of the abdomen at umbilicus was 41 inches. 
The breathing was interfered with and there was complaint of bearing-down 
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pains. The 24-hour urine was only one pint in quantity, showed albumin and a 
few granular casts. The treatment consisted of calomel twice a week, salts every 
morning, and no red meats in the diet. The condition improved markedly; the 
urine increased in quantity; the labor was normal, there was large amount of 
liquor amnii, and though the trace of albumin still exists the mother’s milk is 
manifestly a good sufficient food for the baby. 

In five confinements the cord was around the neck once. In one case the cord 
was very long; it was twice around the neck and once around the body. In one 
case there was a knot in the cord. In another it was around the foot. In one 
patient, a multipara, there was a marked division of the recti muscles through 
which the pregnant uterus protruded with only the thin covering of skin. The 
labor was normal after lasting 11 hours. One patient had a cervical polypus on 
the anterior lip. It did not interfere with labor. 

Two of the children were deformed; one slightly. It had a talipes equino val- 
gus of the left foot. The second was greatly deformed; it was a breech case; 
there was a marked hydrocephalus and a spina bifida of the lumbar vertebre. 
The child was born dead. One mother, the case of sepsis, had a bicornate uterus 
and had a twin pregnancy. One child in each horn. The diagnosis was made 
before death and confirmed postmortem. One child lived; the other could not be 
made to breathe. 





SANGAMON COUNTY. 

The Sangamon County Medical Society held its monthly meeting Jan. 14, 
1907, at 8:30 p. m., in the Lincoln Library. The following men were elected to 
membership: Dr. George T. Palmer, Springfield; Dr. G. B. Lutyens, Buffalo; 
Dr. Robert Flentje, Buffalo, and Dr. J. M. Shearl, Sherman. The application of 
Dr. James Rigg of Mt. Pulaski was held over until permission from the society 
of the county in which the applicant resides was obtained. The society was in- 
structed to have 300 copies of the constitution, by-laws, fee bills and list of mem- 
bers in good standing printed in pamphlet form. A communication from Dr. 
Evans of Chicago was read to the Society relative to the Physicians’ Defense 
Fund. Dr. Kreider presented the following amendment to the by-laws: That 
four (4) be substituted for three (3) dollars in Section 1 and Section 2 of Chap- 
ter 5 in the existing by-laws. Laid on table for next meeting. Moved, seconded 
and passed that the Chair appoint a committee of three (3) members to investi- 
gate the professional ethical standard of new physicians entering the county and 
to prefer charges against those members of our profession now residing in the 
county who do not conform to the code of ethics of the American Medical Asso- 
ciation. 

The papers of the evening were as follows: Etiology and Classification of 
Acute Nephritis, Dr. Colby; Pathology of Acute Nephritis, Dr. Castle; Sympto- 
matology and Diagnosis of Acute Nephritis, Dr. L. C. Taylor; Treatment of 
Acute Nephritis, Dr. Stericker. Discussions opened by Drs. Griffith, Munson, 
Spicer and Nelson and later participated in by all those present. Eighteen mem 
bers were present. Cuartes L. Patron, Secretary. 


VERMILION COUNTY. 

The Vermilion County Medical Society met February 11 at 8 o'clock in the 
court house at Danville. This was a public meeting on Tuberculosis and about 
125 of the laity attended, and from the close attention and expression of opinions 
following the meeting it is evident that much good will come from the effort of 
the Society in arranging such a meeting. 

Dr. H. F. Becker opened the meeting, followed by Mr. W. R. Jewel, Sr., who 
in a short address on Tuberculosis from the standpoint of the laity introduced 
Dr. George W. Webster of Chicago, who gave an exceedingly interesting and ap- 
preciated talk on the subject in a way to thoroughly impress the laity. Dr. J. 
W. Pettit of Ottawa discussed in a comprehensive way the practical treatment of 
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tuberculosis and quite successfully dispelled the idea from the mind of the laity 
that the disease is incurable. The Society endorsed the Nurses’ Registration Bill 
now pending. The following physicians were elected to membership: Drs. R. N. 
Lane, F. C. Dickson and N. C. Morrow of Danville, H. E. Baldwin of Jamaica 
and W. W. Collins of Oakwood. E. E. Crark, Secretary. 





WABASH COUNTY. 

The Wabash County Medical Society held a most interesting meeting on 
January 22. The question of medical insurance examination fees was considered, 
and the society adopted a resolution sustaining the position taken by many other 
societies which regard a $5.00 fee as fair and just remuneration for such exami- 
nation. It is intended that the society shall take action towards a practical and 
unanimous consideration of this matter, which we hope to do in the near future. 
The arrangement provided by the Illinois State Medical Society to protect against 
damage suits was endorsed, and all of the members paying the regular fee for 
this purpose. The President appointed Dr. J. B. Maxwell as a member from this 
county on the legislative committee. Dr. R. S. Manley of Mt. Carmel was ad- 
mitted to membership. The following were elected officers for the ensuing year: 
Dr. R. J. MeMurray, St. Francisville, President; Dr. S. W. Schneck, Mt. Carmel, 
Vice-President; Dr. R. 8. Manley, Mt. Carmel, Treasurer; Dr. G. C. Kingsbury, 
Mt Carmel, Secretary. 

Dr. A. J. Knapp of Evansville was invited to present a paper in April on Air 
Passages and Breathing. G. C. Kinessury, Secretary. 


WOODFORD COUNTY. 

The Woodford County Medical Society met for its fall session in the Council 
room of the new City Hall at Minonk, at 10:30 a. m. Oct. 2, 1906. Of the nine 
active members seven were present. Visitors present were: Dr. Wm. O. Ensign 
of Rutland, formerly Councilor for the Second District, and Dr. C. E. Chapin of 
Bloomington, Ill. During the session Dr. Chapin presented a very interesting 
paper on Chronic Interstitial Nephritis. After its presentation this paper was 
very earnestly discussed by several members of the society and many questions 
were asked of Dr. Chapin. 

During the meeting the membership of the society increased from nine to 
seventeen. Surely a good increase. There are only ten more eligible physicians 
in the county, and we hope we will be able to bring them into the fold during our 
annual session, which will be held at Eureka, IIl., the first Tuesday in May. The 
last part of the meeting was the social part, and it was a unanimous opinion that 
these social events are as necessary to the life and welfare of the County Medical 
Society as are the scientific programs. JAMES I. KNOBLAUCH, Secretary. 





NEWS OF THE STATE. 


Dr. 8. C. Lorton, of Redmon, has located at Shumway. 

Scarlet fever is alarmingly prevalent in Rock Island County. 

Dr. A. G. Fuller has moved from Breese to Boice City, Idaho. 

Dr. Frank Billings, of Chicago, has recently sailed for Europe. 

Dr. Austin E. Palmer, health physician of Morris, has resigned. 

Dr. St. Elmo M. Sala, Rock Island, is reported to be convalescent. 

Dr. Edwin A. Weimer, Pekin, is reported to be dangerously il! at his 
home, 

Moline has 100 cases of scarlet fever and an unusual amount of diph- 
theria. 

Dr. Jacob Frank, of Chicago, has returned from a trip to the West 
Indies. 

Smallpox is reported from Bradford and Osceola townships, Stark 
County. 

Dr. and Mrs. Joseph R. Waln, Peoria, have gone to Florida for two 
months. 

Dr. Ernest B. Mammen, Bloomington, expects to take 
Europe. 


Dr. and Mrs. W. R. Armstrong, of Springfield, are spending a month 
in Florida. 


Dr. Henry Richings, Rockford, is seriously ill with inflammatory 
rheumatism. 


Influenza, scarlet fever and diphtheria are reported prevalent in Ver- 
milion County. 

Peoria and Canton have been added to the list of towns in which 
smallpox exists. 

Dr. Elmer M. Eckard, health commissioner of Peoria, has recovered 
after a long illness. 

Dr. and Mrs. Noel R. Gordon, Springfield, have gone to San Antonis, 
Texas, for a month. 

Dr. Charles 8S. Bacon, of Chicago, sailed for a two months’ visit to 
Europe February 13. 

Dr. D. S. Conley, Streator, who has been ill at his home for about a 
week, is convalescing. 

The State Training School for Girls, Geneva, is reported 
thirteen cases of scarlet fever. 


to have 


Dr. Henry G. Schmidt, Elgin, has been appointed physician to a min- 
ing company in Torreon. Mexico. 

Dr. H. Schmidt has moved from Keyesport to Wisetown, succeeding 
Dr. Barnes at the last-named place. 

The public schools of Humboldt, for the second time this winter, hay 
heen closed on account of scarlet fever. 

Dr. Samuel L. MeCreight of Chicago and family who spent the winter 
in Los Angeles. has returned to Chicago, 
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Dr. William A. Evans of Chicago, who has been seriously il] with in- 
fluenza at Grace Hospital, is improving. 

Dr. W. R. Tweedy, of Boulder, has recently lost his wife. Her death 
was due to typhoid fever and complications. 

Dr. Edwin W. Ryerson of Chicago has been appointed attending ortho- 
pedic surgeon at the Children’s Memorial Hospital. 

Dr. Joseph H. Roy, Kankakee, was thrown from his buggy in a col- 
lision with a trolley car February 8, and painfully injured. 

Dr. Cassius M. Craig, Champaign, has returned home after several 
weeks spent in a Chicago hospital, where he underwent operation, 

Dr. Joseph De Silva has been appointed president and Dr. J. W. 
Stewart vice-president of the Rock Island County Humane Society. 

Dr. Rice, of Cantrall, has departed for New York City for post- 
graduate study, leaving his practice in the care of Dr. Oliver P. Grant. 

Dr. William C. Spannagel, East St. Louis, has been appointed deputy 
coroner, vice Dr. Henry G. Hertel, who left for San Antonio, Texas, 
February 1. 

Dr. Channing W. Barrett, 100 State street, Chicago, has been ap- 
pointed a member of the Cook County Hospital staff, vice Dr. R. W. 
Holmes, resigned. 

On January 16, in an injunction suit by the Chicago Union Hospital 
against the city, the right of the city to regulate the location of private 
hospitals was upheld. 

Catarrhal fever is said to be causing a great deal of trouble among the 
children of Edgar County, affecting particularly the middle ear and the 
gastrointestinal tract 

There are about 1,000 cases of typhoid fever in Montreal and the 
immediate surrounding municipalities. The bad quality of the Montreal 
drinking water is the cause. 

Dr. C. H. McMahan, ex-secretary of the Clinton County Medical 
Society, has moved from Carlyle to St. Louis, Mo., where he has located 
for the practice of his profession. 

Drs. Winnard and Matze of Warsaw, who have been associated in the 
practice of medicine for nine years, have severed their connections and 
each will practice on his own account. 

Dr. Samuel E. Munson, Springfield, has been elected president of the 
Brainerd District Medical Society, to fill the unexpired term of Dr. 
William E. Guthrie, Bloomington, resigned. 

Mr. Glackin, Cook County, has introduced a bill recommended by 
Governor Deneen, asking for an appropriation of $150,000 for the estab- 
lishment of a state sanitarium for tuberculosis. 

The first of nine suits brought against Paul and Frank Zito, drug- 
gists, for the illegal sale of cocain, was decided against the defendants. 
who are reported to have been fined $500 on January 15. 

A drug store in Chicago, on the West Side, which has been most noted 
for its illegal sale of cocain and against which the crusade has been espe- 
cially directed, has been closed by its proprietor, who says he will not re- 
open it. 
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_ ©. M. Hefter, H. J. Minke and R. E. Colson, emploved at the Asylum 
for Feeble-minded Children at Lincoln, have been discharged by Superin- 
tendent Hardt for alleged incompetency and drinking while on duty. 

John G. M. Appleton was appointed receiver of the Lincoln Park 
Hospital and Training School for Nurses, 500 LaSalle avenue, by Judge 
McEwen, of the Superior Court. The action was taken on the petition 
of Berry S. Henderson, president and stockholder of the institution. 

The Policlinic Nurses’ Alumni Association held its first annual re- 
ception and ball February 7. The proceeds, which amounted to about 
$500, were devoted to the endowment of a bed in the New Henrotin 
Memorial Hospital now being erected at Oak street and LaSalle avenue. 

A concert was given in Orchestra Hall, February 12, by Mme. Ernes- 
tine Schumann Heink, Mr. Bruno Steindel, Mr. Ferdinand Jaeger and 
Mlle. Rosa Zukowskaja, for the benefit of the American White Cross 
First Aid Association. 

On February 18 physicians were for the first time assigned to city am- 
bulance service in Chicago. Sixteen physicians are employed at a salary of 
$100 per month. The service is under the charge of Dr. George Hunt of 
the Health Department. 

The heirs of the Spalding estate have made a gift of $20,000 in mem- 
ory of Mrs. Jesse Spalding to the Chicago Tuberculosis Institute, to be 
used as the directors see fit in promoting the fight against the disease. 
The institute decided to have dispensaries in various congested districts 
of the city. 

The Physicians’ Club of Lincoln held its annual session January 18 
and elected the following officers: Dr. William H. Houser, president ; Dr 
Walter W. Coleman, vice president; Dr. Harry S. Oyler, secretary-treas- 
urer, and Drs. Lucian L. Leeds, James L. Lowrie and Calvin C. Mont- 
gomery, trustees. 

Judge McEwen, on February 7, gave a decision regarding the bowlder 
placed in Lake Front Park, Chicago, in memory of the late Dr. Samuel 
Guthrie, in which he denied the writ of injunction by which the Chicago 
Medical Society sought to restrain the park commissioners from interfer- 
ing with the bowlder. 


The North Side Branch of the Chicago Medical Society has announced 
a series of lectures on medical topics of general interest to be held at the 
Academy of Sciences, Clark and Center streets. The first discourse was 
given on the evening of February 2, on “Pneumonia and the Contagious 
Diseases,” by Dr. Robert B. Preble. 


It is reported that under the reorganization at Cook County Hospital 
the staff will consist of 60 in place of 81, as in the past. Only one ex- 
amination will be given, and those holding the highest marks will be 
given positions on the staff, irrespective of the school of medicine. This 
will also do away with the separate wards. 

The asylum at Chester for the insane criminals of the southern Illi- 
nois penitentiary has been condemned and will be abandoned. This an- 
nouncement has been made by the State Board of Charities at Springfield. 
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Fear of diphtheria at the University of Illinois, Urbana, resulted in 
the quarantining of the Phi Alpha Delta, Sigma Chi, Sigma Nu, and 
Azto fraternity houses, in addition to two residences. 

Dr. Charles J. Whalen, commissioner of health of Chicago, has pre- 
pared circulars to be sent out to physicians in the city who have reported 
cases of scarlet fever and measles, requesting reports on the cases and 
facts concerning symptoms that will aid in explanation of the phenomena 
called “fourth disease,” or “Duke's disease.” Dr. Whalen hopes that this 
inquiry may contribute to the knowledge on this subject as to whether the 
disease is a clinical entity. 

At a meeting of the State Board of Charities. Januarv 18. the board 
adopted resolutions creating the position of executive officer and secretary 
of the board, to be placed in authority over all employés and agents of the 
board, and to whom the board delegated all executive and administrative 
functions not requiring the use of its discretionary powers. On the mo- 
tion of Dr. McNally, Mr. William C. Graves was unanimously chosen as 
executive officer and secretary. 

Dr. Nicholas Senn. in conjunction with the recent movements of the 
White Cross Aid Society, is strongly advocating that first-aid instruction 
be given to children in the high grades of the public schools. Lectures 
and lessons in regard to first aid could most properly be used in this way, 
and it should be made a part of the publie school curriculum. These 
lectures should be given by competent medical men, properly compen- 
sated for their time and labor. 

During the last few weeks the State Board of Health has issued three 
circulars, which are just now of more than ordinary import. on the pre- 
vention, restriction and suppression of scarlet fever, diphtheria and 
typhoid fever. Thousands of copies of these circulars are being sent to 
infected municipalities. In the circulars have been incorporated the most 
recent facts regarding practical disinfection. The-method of formalde- 
hyd-potassium permanganate disinfection is described in detail. The 
board has in preparation revised circulars on infant feeding and tubercu- 
losis. The combined edition of these circulars will amount to more than 
150,000 copies. 

At an enthusiastic meeting of the Macoupin County Medical Society. 
held January 22, resolutions were adopted that the society urge its repre- 
sentatives in the legislature to consider favorably and pass the recom- 
mendation of the State Board of Charities for an appropriation of 
$15,000 for the free distribution of diphtheritic antitoxin to the poor 
outside of Chicago; of $250,000 for the establishment of a farm or col- 
ony for epileptics, and of $150,000 for the establishment of a state sani- 
tarium for the treatment of incipient tuberculosis, and, furthermore, 
that insane, feeble-minded and epileptic dependents become state charges, 
leaving to the county only the care of paupers. 

Arrangements for the annual meeting of the Illinois State Medical 
Society, to be held at Rockford May 22, have been placed in the hands of 
the following committee: Dr. T. H. Culhane, Rockford, chairman of 
the general committee on arrangements; Dr. S. R. Catlin, Rockford, 
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treasurer, and Dr. J. E. Allaben, Rockford, secretary. Dr. Daniel Lichty, 
Rockford, is chairman of the commitiee on entertainment; Dr. W. R. 
Fringer, Rockford, chairman of the committee on entertainment for 
ladies; Dr. W. B. Helm, Rockford, chairman of the committee on trans- 
portation; Dr. C. 8S. Winn, Rockford, chairman of the committee on ex- 
hibits, and Dr. Paul L. Markley, Rockford, of the committee on buildings. 

Through the generous benevolence of Mrs. Eudora Hull Spalding. a 
colony for phthisical patients has been recently opened at Naperville, 
Tll., under the supervision of the Visiting Nurse Association. It has 
been constructed on the cottage plan and furnished in the most practical 
and careful manner. There is a large, substantially built administra- 
tion building with offices, assembly hall. dining room, nurses’ quarters, 
kitchen, laundry and bathing facilities, surrounded by spacious open air 
verandas for the patients’ use. The sleeping quarters follow the plan of 
the “lean-tos” of the Loomis Sanitarium in New York State. At present 
about fifteen patients can be accommedated, but it is the intention to add 
more open air sleeping apartments in the near future. Full information 
regarding this colony can be obtained from the offices of the Visiting 
Nurse Association. 


MALPRACTICE SUIT. 
Dr. F. A. Davis, of Chicago, has been made defendant in a suit by 


Mickalina Rehbein, demanding $15,000 damages for injuries received 
in extracting a piece of needle from her right hand. 





NEW INCORPORATIONS. 
Western Hospital Aid Association, Chicago; mutual aid; incorpora- 
tors, David A. Brown, 0. E. Kuhn, C. 0. Garmire. 
South Side Sick and Aid Association, Chicago ; benevolent ; incorpora- 
tors, Charles Kaspar, Charles J. Pesek, Milton Mandle. 
Bellevue Medical Institute, Chicago ; capital, $2,500; manufacturing 
and dealing in medicines and appliances; incorporators, Frank L. Hib- 
bard, J. W. Hibbard, Edward H. Hibbard. 





MARRIAGES. 
Evcene Wau, M.D., to Miss Mae Bradley, both of Edwardsville, 
[ll., January 30. 
Oxtver W. Gorpon, M.D., Council Bluffs, lowa, to Mrs. Sarah Beach, 
Wheaton, Ill., January 10. 
Tuomas STEPHEN GREENE, M.D., to Miss Georgia Xaviere Schultz, 
both of Chicago, February 6. 





DEATHS. 
D. F. Brown, M.D., of Pulaski, Tll., a graduate of Rush Medical 
College. 1867, died Jan. 15, 1907, aged 64. 
Tueopore A. Jonnson, M.D., died at his home in Xenia, Ill., Janu- 
ary 14, after an illness of a few days’ duration, aged 48. 
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Ernest Jonsson Oarsy, M.D., died in Passavant Hospital, Chicago, 
January 24, as a result of street car injuries sustained January 22, 
aged 32. 

BengaMiIn F. Crummer, M.D., a former practitioner of Elizabeth 
and Warren, IIl., died at his home in Omaha, January 24, from endocar- 
ditis, aged 58. 

Epwarp M. P. Luptam, M.D., Hahnemann Medical College and Hos- 
pital, Chicago, 1861, died at his home in Chicago, from erysipelas, after 
an illness of one week, February 9, aged 67. 

Avucustus Frank Bauer, M.D., Miami Medical College, Cincinnati, 
1891, died at his home in Chicago, February 4, from pneumonia, said 
to have been due to exposure and overwork in connection with the present 
epidemic of contagious diseases, aged 39. 

M. W. Warerman, M.D., Bellevue Hospital Medical College, 1871, 
for many years a practicing physician in New York State and northern 
Wisconsin, at one time coroner’s physician in New York City, died at the 
home of his son in Chicago, January 25, aged 55. 

GrorcGE WENTWoRTH Newton, M.D., University of Pennsylvania, 
Department of Medicine, Philadelphia, 1884, for several years a director 
and treasurer of Chicago West Side Hospital, an associate professor of 
gynecology in the College of Physicians and Surgeons, died at his home, 
February 9, from pneumonia, aged 46. 

W. H. Haster, M.D., of Grandview, Edgar County, died, January 
16, from injuries received in a railway wreck at Sandford, Ind. After 
his injuries he was taken to the Union Hospital at Terre Haute, Ind., 
where he died. Dr. Haslet was a member of the Edgar County Medical 
Society and of the Esculapian Society of the Wabash Valley. He was a 
graduate of the Missouri Medical College in 1888. 

Joun F. Suronts, M.D., a well-known physician of Momence, IIl., 
died at his home in that city, Tuesday, Jan. 15, from injuries received by 
a fall the previous Sunday. Dr. Shronts was in his sixtieth year. He was 
a graduate of Rush Medical College in 1868; had practiced in Momence 
since 1871. He was surgeon of the C. & E. I. Railway Company ; was a 
member of the Masonic bodies of Momence and Kankakee. Dr. Shronts 
was the father of Dr. C. F. Shronts, of the Kankakee Hospital. 

W. P. Bries, M.D., died at his home in Carlyle Feb. 18, 1907, aged 56 
years, 7 months, 28 days. Death was caused by an osteosarcoma of the ster- 
num, with which he had been afflicted for about 4 years. Dr. Biles was born 
in Custards, Pa., June 20, 1850. He was graduated from Eclectic Medi- 
eal College at Cincinnati in 1879. He early followed general practice, 
but of late years had made a specialty of the eye and ear. He leaves a 
widow and two children. He was a member of the Masonic order. 

Grorce Epwarp Mituer, M.D., was born in Hanover, Jo Daviess 
County, Illinois, Dec. 23, 1841. After a thorough preliminary education 
and two years of public school teaching and private study, he attended 
medical lectures at the University of Michigan and graduated at Rush 
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College in 1867. He first located at Savanna, later removing to Hanover, 
where he continued practicing to the time of his death, Nov. 9, 1906. Dr. 
Miller was a thorough student, a clear observer and an active and success- 
ful practitioner. In private life he was kind, unselfish and gentle; a 
faithful and considerate friend and a good citizen. He never sought 
public office, but always supported what he considered pure measures and 
good government, irrespective of party lines. His wife, to whom he was 
married in 1874, and six of their seven children survive. He was a con- 
sistent member of the Presbyterian Church and a Master Mason. He 
was one of the oldest practitioners in the county and will be greatly 
missed by his colleagues. 

Grorce E. Rosentuat, M.D., died Sunday, Feb. 17, 1907, at his 
home, Quincy, IIl., of typhoid fever complicated by pneumonia. He was 
born in Quincey Jan. 7, 1873, the son of Joseph S. Rosenthal, a prominent 
jeweler. He graduated from the high school in 1892 and, after experi- 











ences in newspaper work and banking, entered the Chicago College of 
Physicians and Surgeons and graduated in 1902. He was lately ap- 
pointed assistant surgeon at the Soldiers’ Home and formed a partner- 
ship with Dr. Charles E. Ericeson. He was devoted to his profession 
and was a man of high ideals and singularly pure personal life. He had 
served as secretary of the Adams County Medical Society, holding that 
position at the time of his death. He was never married. The only 
survivors of his immediate family are his mother and one sister. Serv- 
ices were held at the Congregational Church, the pallbearers being his 
intimate “friends in the medical profession. Floral designs were offered 
by Lambert Lodge of Masons, the Adams County Medical Society, the 
Eagles, the Court of Honor, the North Side Boat Club, and many from 
the veterans of the Soldiers’ Home. 
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COMMITTEES ON APPROPRIATIONS IN THE STATE LEGISLATURE. 


Below is a list of the Committees on Appropriations in the State Legislature, 
showing the medical society in each member’s district. These committees now 
have under consideration the recommendations of the State Board of Charities, 
viz., improvements in existing institutions, building an epileptic colony, a tuber- 


cular colony, the use of free antitoxin. 
Let the officials of each medical society urge their representatives on the com- 


mittees to approve these recommendations. 


Let all physicians throughout the 


state do likewise. Especially let the family physician of these respective members 


use his influence. 
phasize the industrial, 


His word properly has great weight with his patient. 
economical and educational value of the epileptic and 


Em- 


tubercular colonies as outlined by Dr. Billings in the January issue of THE Jour- 


NAL, 


He is at home Saturdays and Sundays. 


SENATE 


SENATOR. 
Cc. P. Gardner, Chairman 


ie = ~~ SRE eaerannes 


Chas. H. Hughes 


SD ME onccrcescecencecces 


Homer K. Galpin 
B. Frank Baker 


= &— Sse 


Richard J. Barr 
Cc. F. Hughburgh. 
Ed. C. Curtis... 
Niels Juul.. 

Logan Hay.. 

Ss 


i ais Scecnecccccakoueeet 


Chas. 
G. w. Cunningham 
HOUSE 
REPRESENTATIVE. 
David E. Shanahan, Chairman 


Cicero J. Lindley 
Albert Glade 


CE CMs dicccescncescanqnet 


Charles M. Gaunt 
Edward J. Smijkal 
Israel Dudgeon 
Cassius M. Coyle 


5817 S. Halsted St., 


ee 


ADDRESS. 
Mendota, 


Elizabeth, 


Chicago 


» Chicago...... 


-Aurora, 


..-Kankakee Co. 


Write, and also see your representative on the committee—and do it now. 


APPROPRIATION COMMITTEE 


MEDICAL SOCIETY. 


Jo Daviess Co. Med. Soc. 
Lee Co. Med. Soc. 
Chicago Med. Soc. 


-Chicago Med. Soc. 


Henry Co. Med. Soc. 

Rock Island Co. Med. sae 
Livingston Co. Med. 

Kane and McHenry Se Med. Soe. 
Will Co. Med. Soc. 

Knox Co. Med. Soc. 

Med. Soc. 


«Chicago Med. Soc. 
. Med. Soc. 


.1209 Washington Blvd., Chicago... 


.-Carlinville, 


Pekin, 


APPROPRIATION 


ADDRESS. 
185 Dearborn St., 


COMMITTEE 


9 N. Curtis St., 


.Minonk, 


Mound City, 
77 Bunker 8t., 


-Morris, 


Gridley, 


James M. Kittlema............. eee 


Frank iy Beseccesscoceseus . 


Louis ome 

R. D. Kirkpatrick 
Chauncey H. Castle 
Charles L. 
Edward J. King 


William H. Behrens.............. 


Oliver Sollitt 
Thomas Campbell 
Charles Adkins 
George H. 
Johnson Lawerence 
Henry D. Fulton 
Clayton C. Pervier.. 
Frank L. Pa 


William R. 
Lewis E. York 


Paul Finnan 
Campbell S. Hearn 
John J. McLaughlin 
B. F. Staymates 
John A. 

Seymour 


George F. Smith................ 


Clay F. Gaumer.. 


i ietedrescoes 


..East St. Louis, 


aunic, 


.--Bushnell, 
..Pekin, 


Quincy, 


.. Salem, 


Galesburg, 


-Carlinv ille, 


546 Englewood Ave., 


-Sheffield, 


rao Ridge, 
Harrisburg, 


nl 
’. Monroe St., 


AMBER, Thi cccccccccccscoses 


Chicago. eee 


. St. Clair Co. 


hint camiovescisas 
.....VWermilion Co. 


McLean Co. Med. Soc. 
Chicago Med. Soc. 
Morgan Co. Med. Soc. 
St. Clair Co. vg Soc. 


— and y= Co. 
Ogle Co. Med. 


-Chicago Med. _ 


McLean Co. Med. Soc. 
Champaign Co. Med. 


.-Chicago Med. Soc. 
..DeWitt Co. Med. Soc. 


Effingham Co. Med. Soc. 
Clark Co. Med. Soc. 
Med. Soc. 





BILLS NOW PENDING BEFORE ILLINOIS GENERAL 
ASSEMBLY, RELATIVE TO STATE MEDICINE. 


45th Assem. HOUSE—No. 4 
Introduced by Mr. Chiperfield, January 15, 1907. 
Kead first time, ordered printed and referred to Committee on Appropriations. 


Jan. 1907 


A BILL 


For an act to establish a surgical institution for children, and making appropriation 
therefor. 


SECTION 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: There is hereby authorized to be established a surgical institution 
in and for the State of Illinois for the surgical treatment of children under the age 
of fourteen years, suffering from physical deformities or injuries of a nature which will 
likely yield to surgical skill and treatment, and which unless so treated will probably 
make such children, in whole or in part, in after life, public charges. 

Sec. 2. Said institute shall be known as the Illinois Surgical Institute for Children ; 
one by such name shall be and constitute a corporation, under the laws of the State of 

nois. 

Sec. 3. The purpose and object of said institute shall be to receive, treat and purse 
such children, whose parents or guardians may be financially unable to provide surgical! 
treatment, as may be physically deformed, or suffering from injuries requiring surgical 
treatment, to the end that their physical disabilities may be removed, and that they 
may be thereby made able to become self-sustaining, instead of being or becoming at 
some future time, public charges. 

Sec. 4. The management and control of said institution shall be vested in three 
trustees, who shall be discreet and capable men, and one of whom shall be a reputable 
and skilled surgeon, all to be appointed by the Governor of the State of Illinois, and to 
serve, respectively, one, two and three years from the date of their appointment, the 
length of term of service of each to be specified in his commissioa. Said trustees shall 
receive no compensation of any kind for their services, over and beyond their actual 
traveling and incidental expenses, incurred in connection with the discharge of their 
duties as such trustees. 

Sec. 5. Any child under the age of fourteen, whose parents, or guardian, may be 
unable to furnish proper surgical treatment and who may be in need of the same, may 
be admitted to such institute, upon an order to that effect made by the county judge 
of the county in which said child may have had a legal residence for one year last 
past. The county treasurer of the county in which said child may have so resided 
shall, upon the order of said county judge, furnish said child with transportation from 
the place where said child may so reside to the place of said institution and return. 
The order admitting said child shall, when made, be filed with the superintendent of 
said institute, and said child shall be admitted thereto in the regular order of filing 
as soon thereafter as said institute can provide room, care and attendance therefor. 
Said child, if deemed feasible, shall be treated, nursed in said institute, until a recov- 
ery is effected, or it becomes apparent that further treatment will be of no avail, where- 
upon it shall be discharged and returned to its former place of residence. 

Sec. 6. Said institute shail be located in that portion of Illinois which may be 
deemed most advantageous. 4 

Sec. 7. On the appointment of said trustees they shall, by advertisement in not less 
than four of the daily newspapers published within the territory wherein the said insti- 
tute shall be located, solicit the donation of a site for said home, describing the require- 
ments thereof, which shall be a tract of land containing not less than 160 acres, con- 
venient to railroad transportation, and suitable for the purpose, taking into account 
healthfulness of the location, water supply, drainage and agriculture ; and if a location 
satisfactory to the said trustees shall, within a time to be fixed by said trustees, be 
offered to be donated for said purpose, they may, upon investigation, finding the title 
to be good, free and clear, accept such offer; and cause proper conveyance thereof to 
be made to such institute by the corporate name thereof. 

Sec. 8. The Board of Trustees shall appoint a skilled and capable surgeon general 
superintendent, and may remove the same for cause to be stated, first having given such 
officer a copy of the charges against him, and reasonable notice of the time and place 
when such charges will be heard, and an opportunity to defend himself. 

Sec. 9. All other officers and employés shall be appointed and removed by the said 
Board of Trustees, except in so far as is covered by the Civil Service Laws of Lllinois. 

Sec. 10. The compensation of the superintendent, officers and employés shall be 
fixed by the Board of Trustees. 

Sec. 11. The Board of Trustees may from time to time accept and hold and use 
for the benefit of said institute or the inmates thereof, any gift, donation, bequest or 
devise of money or real or personal property, and may agree to and perform any condi- 
tion of such gift, donation, bequest or devise not contrary to any law of the State 

Sec. 12. The Board of Trustees shall establish all needful rules and regulations for 
the management of said institute and of the inmates thereof. 

Sec. 13. The Board of Trustees shall cause to be prepared, suitable plans and 
specifications for the building and improvements upon the site so selected, as may be 
necessary to carry into effect the purpose of this Act. The principal building shal! 
be of sufficient size and capacity to permit the-proper treatment and care of at least 





370 ILLINOIS MEDICAL JOURNAL. 


fifty patients at one time; said building to be plain and substantial in its type of 
architecture; of approved design for the purpose for which it is intended, and shall 
be constructed of fire-resisting materials. 

Sec. 14. The plans and specifications, when prepared to the satisfaction of the Board 
of Trustees, shall be submitted to the Governor, with a detailed estimate of the cost of 
each and every building and improvement proposed to be made. 

Sec. 15. When such plans are approved by the Governor, the Board of Trustees 
shall cause not less than thirty days’ notice to be given, by publication in at least four 
daily newspapers, published in the State of Illinois, that sealed bids will be received 
for the construction of such building and improvements as the said board shall con- 
clude to construct, at that time. Said notice shall specify when and the terms upon 
which bids will be received. 

Sec. 16. No bid shall be accepted which is not accompanied by sufficient bond in the 
penal sum of $10,000, payable to the People of the State of Illinois, with at least three 
good and sufficient sureties conditioned that if his bid is accepted, he will enter into a 
contract with said school, by its corporate name, for the doing of the work, and will 
give bond required by this Act, conditioned for the faithful performance of his contract 
At the time and place specified in the notice and in the presence of such of the bid 
ders as may appear, the bids shall be opened and the contract awarded to the lowest 
and best bidder, unless it shall appear that no satisfactory bid shall have been made, 
and if no satisfactory bid shall have been made, another notice shall be given in like 
manner for other bids until an acceptable bid shall be made. The trustees may accept 
bids for the particular portions of the work if they can be advantageously separated. 

Sec. 17. The contract to be made with the successful bidder shall be accompanied 
by a good and sufficient bond, to be approved by the Governor before accepted. condi- 
tioned for the faithful performance of his contract; shall provide for the appointment 
of a superintendent of construction, who shall receive not more than five dollars per 
day for his services, and who shall carefully and accurately measure the work done, 
and for the payment of the contractor upon the aforesaid measurement, and for the 
withholding of fifteen per cent. of the value of the work done and materials on hand 
until the completion of the building and for a forfeiture of a stipulated sum per diem 
for every day that the completion of the work shall be delayed after the time specified 
for the completion of the contract, and for the full protection of all persons who may 
furnish labor or materials by withholding payment from the contractor and by paying 
the parties to whom any moneys are due for service and materials, as aforesaid, directly 
for all work done or material furnished by them, in case of notice given to the trustees 
that any such party apprehends or fears that he will not receive all moneys due; and 
for the settlement of all disputed questions as to the value of alterations and extras. by 
arbitration, at the time of final settlement, as follows: One arbitrator to be chosen 
by the trustees, one by the contractor and one by the Governor of the State. all three 
of said arbitrators to be practical mechanics and builders, and for the power and 
privilege of the trustees under the contract to alter changes in the plans at their dis- 
cretion, and to refuse to accept any work which may be done not fully in accordance 
with the letter and spirit of the plans and specifications, and all work not accepted 
shall be replaced at the expense of the contractor, and for a deduction from the current 
price of all alterations ordered by the trustees which may and do diminish the cost 
of the building. They may also make such other provisions and conditions in said 
contract not hereinabove specified as may seem to them necessary or expedient: 
Provided, that no condition shall be inserted contrary to the letter and spirit of this 
Act, and that in no event shall the State be liable for a greater amount of money 
than is appropriated for said building and its appurtenances. 

Sec. 18. All contracts shall be signed by the president of the Board of Trustees 
on behalf of the board, after a vote authorizing the president so to sign shall have 
been entered upon the minutes of the board; and it shall be attested by the signature 
of the secretary of the board and by the corporate seal. All contracts shall be drawn 
in triplicate. and one copy shall be deposited in the office of the Board of Public Chari- 
ties of this State. 

Sec. 19. All measurements or estimates on account of work in progress shall show 
in detail all the amount and character of the work estimated, and the estimates shall be 
paid from the State Treasury only on the warrant of the Auditor of Public Accounts 
on vouchers made by the said Board of Trustees and approved by the Governor. 

Sec. 20. The following sums are hereby appropriated: For the construction of said 
building and improvements, the sum of fifty thousand dollars: for the furinshing of 
said building, the sum of ten thousand dollars. 


45th Assem. HOUSE—No. 21 Jan, 1907 

Introduced by Mr. Smith, January 15, 1907. 

Read first time, ordered printed and referred to Committee on Manufactures, when 
appointed. 


A BILL 

For an act to protect the public health by prohibiting the collection of second-hand 
bottles or jars, or the sale of goods in second-hand bottles or jars, and providing the 
punishment for the violation of the same. 


SEcTION 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That whoever gathers empty bottles or jars, except the same be 
broken immediately to cullet, or whoever bottles, sells or offers for sale any goods or 
merchandise put up in bottles or jars that have been used as a package or cover for the 
same, or any kinds of goods, shall be deemed guilty of a misdemeanor and shall, upon 
conviction thereof, be fined not less than five dollars ($5.00) and not more than one 
hundred dollars ($100.00) for the first offense, and for each subsequent offense shall. 
upon conviction thereof, be punished by a fine of not to exceed two hundred doliars 
($200.00) and by imprisonment in the county jail not to exceed six months: Provided, 
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however, that the provisions of this Act shall not apply to any person, firm or corpora- 
tion that refills bottles or jars originally made for its own use, if the bottles or jars 
are first thoroughly cleansed and sterilized and then refilled with the same kind of goods 
as were originally contained therein. 

Sec. 2. It shall be the duty of the State Food Commissioner of the State of Illinois 
by and with the aid of his assistants and inspectors to enforce the provisions of this 
Act. And it is hereby made the duty of the State's Attorney of each county in this 
State to prosecute all violations of this Act upon complaint of said State Food Com- 
missioner, his assistants or inspectors, or any other person. 


45th Assem. HOUSE—No. 34 Jan. 1907 
Introduced by Mr. Pogue, January 16, 1907. ; 
Read first time, ordered printed and referred to Committee on Railroads 


A BILL 
For an act to aid in the prevention of disease. 


Section 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That hereafter it shall be unlawful for any owner or owners, or the 
agent or employé of any owner or owners, of any passenger coach or coaches, operating 
now or in the future, over or on any railroad or railroads in the State, to sweep or dust 
the same while en route and occupied by passengers. This Act shall apply to and in- 
clude all corporations and other persons engaged in the transportation of passengers 
in this State. 

Sec. 2. Any violation of this Act shall be deemed a misdemeanor and subject the 
offender to a fine of not less than twenty ($20) dollars nor more than one hundred 
($100) dollars for each and every offense. 

Sec. 3. The courts of any county in this State through which the road or roads 
extend shall have jurisdiction. 


45th Assem. SENATE—No. 60 Jan., 1907 
Introduced by Mr. Breidt, January 22, 1907. 
Read first time, ordered printed and referred to Committee on Judiciary. 


45th Assem. HOUSE—No. 85 Jan. 1907 

Introduced by Mr. Roos, January 23, 1907. 

Read by title, ordered printed and referred to Committtee on License, when appointed 

A BILL 

For an act to amend an act entitled “An Act providing for the regulation of the em- 
balming and disposal of dead bodies, for a system of examination, registration and 
licensing of embalmers, and imposing penalties for the violation of any of its provi- 
sions,” approved May 13, 1905, in force July 1, 1905, by adding an additional section 
thereto, numbered Section 9, as follows: 


SecTion 1. Be it enacted by the People of the State of Iilinois, represented in the 
General Assembly: That an act entitled “An Act providing for the regulation of the 
embalming and disposal of dead bodies, for a system of examination, registration and 
licensing of embalmers, and imposing penalties for the violation of any its provisions,” 
approved May 13, 1905, in force July 1, 1905, be amended by adding an additional 
section thereto. numbered Section 9, as follows: 

Sec. 9. If any undertaker or other person embalms with, injects or places upon any 
dead human body, any fluid or preparation of any kind which contains strychnine or 
arsenic, he shall be fined not exceeding $50.00 (fifty dollars) for each offense 


45th Assem. HOUSE—No. 137 Jan. 1907 
Introduced by Mr. Schermerhorn, January 30, 1907. 
Read by title, ordered printed and referred to Committee on Manufactures 


: A BILL 
For an Act regulating the manufacture and sale of patent or proprietary drugs and 

medicines. : iia 

Section 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That it shall be unlawful to manufacture, prepare, sell or offer for 
sale in this State any patent or proprietary medicine containing any morphine, opium, 
cocaine, acetanilid, chloroform, cannabis indica, chloral hydrate, sulphurous and sul- 
phuric acids, or any other poisonous substance, or any of their derivations or prepara 
tions, unless each package, box, cask, jug or bottle shall be plainly labeled in black 
faced type, not less than eight point in size, with the formule of the contents of the 
package, box, cask, jug or bottle, and the quantity of such morphine, opium, cocaine, 
acetanilid, chloroform, cannabis indica, chloral hydrate, sulphuric or sulphurous acid, 
or such other poisonous substance contained in each prescribed dose of such patent 
or proprietary medicine, together with the amount of alcohol used in such preparation 

Sec. 2. Any person or persons, firm or corporations, manufacturing, preparing, sell 
ing or offering for sale any package, box, cask, jug or bottle, containing any patent or 
proprietary medicine in the preparation of which is used any morphine, opium, cocaine, 
acetanilid, chloroform, cannabis indica, chloral hydrate, sulphuric or sulphurous acid 
or any other poisonous substance or any of their preparations or derivations, without 
the same being labeled as provided in section one of this Act, shall be deemed guilty of 
a misdemeanor and upon indictment and conviction shall be fined in a sum not less 
than one hundred dollars ($100.00) nor more than one thousand dollars ($1,000.00 
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or be confined in the county jail not less than thirty days nor more than one year, or 
both, at the discretion of the court. 

Sec. 3. Nothing in this Act shall be construed to apply to the prescriptions of any 
duly licensed and reputable physician of this State, where such prescriptions are made 
in the regular course of their practice in good faith and not intended as a subterfuge 
for avoiding the provisions hereof. 

Sec. 4. It shall be the duty of the State’s attorney to enforce the provisions of this 
Act, and any failure on the part of any State’s attorney to prosecute any person or per- 
sons, firm or corporation, violating section one hereof, shall subject him to the same 
penalties as are herein prescribed upon conviction of such neglect or omission of duty, 
and such State’s attorney may be prosecuted in any court of competent jurisdiction upon 
information filed in such court by any citizen of this State having knowledge of the 
facts and such neglect or omission of duty, and upon the filing of such information it 
shall be the duty of the court to appoint some licensed attorney as special prosecutor, 
who shall not be related by kin or otherwise to such State’s attorney or to any one 
charged with violating this Act, and such court shall have power to issue process 
against said State’s Attorney the same as in cases of indictment. 


45th Assem. HOUSE—No. 140 Jan. 1907 
Introduced by Mr. Shanahan, by request, January 30, 1907. 
Read by title, ordered printed and referred to Committee on Appropriations. 


A BILL 
For an Act making appropriations for the Illinois State Colony for Epileptics. 


Section 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That the sum of two hundred and sixty-five thousand ($265,000) 
dollars be appropriated to the Board of State Commissioners of Public Charities for the 
purpose of locating and constructing necessary buildings and maintenance of the colony 
for epileptics under the provisions of an act of the Forty-first General Assembly, ap- 
proved April 19, 1899. 

Land and buildings 
Maintenance till 1909 


Sec. 2. The Auditor of Public Accounts is hereby authorized and required to draw 
his warrant upon the State Treasurer for the amount herein appropriated upon pre- 
sentation of proper vouchers certified to by the Board of State Commissioners of 
Public Charities and approved by the Governor. 


45th Assem. HOUSE—No. 178 Feb. 1907 
Introduced by Mr. Hope, February 5, 1907. 
Read by title, ordered printed and referred to Committee on Mannfactures. 


A BILL 
For an act to prevent the manufacture or sale of adulterated or misbranded foods 
and drugs. 


SEcTION 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That it shall be unlawful for any person to manufacture or sell or 
offer for sale any article of food or drug which is adulterated or misbranded, within 
the meaning of this Act; and any person who shall violate any of the provisions of 
this section shall be guilty of a misdemeanor, and for each offense shall, upon con- 
viction thereof, be fined not to exceed ---—- dollars or shall be sentenced to one year's 
imprisonment, or both such fine and imprisonment, in the discretion of the court, and 
for each subsequent offense and conviction thereof shall be fined not less than — 
dollars or sentenced to one year’s imprisonment, or both such fine and imprisonment. 
in the discretion of the court: Provided, That no article shall be deemed 
misbranded or adulterated within the provisions of this Act when  in- 
tended for export tv any foreign country and prepared or packed according to 
the specifications or directions of the foreign purchaser when no substance is used 
in the preparation or packing thereof in conflict with the laws of the foreign country 
to which said article is intended to be shipped; but if said article shall be in fact 
sold or offered for sale for domestic use or consumption, then this proviso shall not 
exempt said article from the operation of any of the other provisions of this Act. 

Sec. 2. That the term “drug,” as used in this Act, shall include all medicines and 
preparations recognized in the United States Pharmacopeia or National Formulary 
for internal or external use, and any substance or mixture of substances intended to be 
used for the cure, mitigation or prevention of disease of either man or other animals. 
The term “food,” as used herein, shall include all articles used for food, drink, confec- 
tionery, or condiment by man or other animals, whether simple, mixed, or compound. 

Sec. 3. That for the purposes of this Act an article shall be deemed to be 
adulterated : 

In case of drugs: . 

First. If, when a drug is sold under or by a name recognized in the United States 
Pharmacopeia or National Formulary, it differs from the standard of strength, quality, 
or purity, as determined by the test laid down in the United States Pharmacopeia or 
National Formulary official at the time of investigation: Provided, That no drug defined 
in the United States Pharmacopeia or National Formulary shall be deemed to be 
adulterated under this provision if the standard of strength, quality, or purity be plainly 
stated upon the bottle, box, or other container thereof, although the standard may 
differ from that determined by the test laid down in the United States Pharmacopeia 
or National Formulary. 
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Second. If its strength or purity fall below the professed standard or quality under 
which it is sold. ‘ 

In the case of confectionery : 

If it contains terra alba, barytes, talc. chrome yellow, or other mineral substance 

poisonous color or flavor, or other ingredient deleterious or detrimental to health, 

any vinous, malt, or spirituous liquor or compound or narcotic drug. 

In the case of food: 

First. If any substance has been mixed and packed with it so as to reduce or lower 

» injuriously affect its quality or strength. 

Second. If any substance has been substituted wholly or in part for the article. 

Third. If any valuable constituent of the article has been wholly or 
abstracted. 

Fourth. If it be mixed, colored, powdered, coated, or stained in a manner whereby 
damage or inferiority is concealed. ; 

Fifth. If it contain any added poisonous or other added deleterious ingredient 
which may render such article injurious to health: Provided, That when in the prepa- 
tion of food — for shipment they are preserved by any external application 
applied in such manner that the preservative is necessarily removed mechanically, or 
by maceration in water, or otherwise, and directions for the removal of said preserva 
tive shall be printed on the covering or the package, the provisions of this Act shal! be 
construed as applying only when said products are ready for consumption. 

Sixth. If it consists in whole or in part of a filthy, decomposed or putrid animal 
or vegetable substance, or any portion of an animal unfit for food, whether manufac- 
tured or not, or if it is the product of a diseased animal, or one that has died other- 
wise than by slaughter. 

Sec. 4. That the term “misbranded,” as used herein, shall apply to all drugs, or urti- 
cles of food, or articles which enter into the composition of food the package or label 
of which shall bear any statement, design, or device regarding such article. or the ingred- 
ients or substances contained therein which shall be false or misleading in any particu- 
lar, and to any food or drug product which is falsely branded as to the state, territory, 
or country in which it is manufactured or produced. 

That for the purposes of this Act an article shall also be deemed to be misbranded: 

In case of drugs: 

First. If it be an imitation of or offered for sale under the name of another article. 

Second. If the contents of the package as orginally put up shall have been removed, 
in whole or in part, and other contents shall have been placed in such package, or if 
the package fail to bear a statement on the label of the quantity or proportion of any 
alcohol, morphine, opium, cocaine, heroin, alpha or beta eucaine, chloroform, cannabis 
indica, chloral hydrate, or acetanilide, or any derivative or preparation of any such 
substances contained therein. : 

(Provided, That nothing in this paragraph shall be construed to apply to the 
dispensing of prescriptions written by regularly licensed practicing physicians, vet- 
erinary surgeons and dentists. and kept on file by the dispensing pharmacist, nor to 
such drugs as are recognized in the United States Pharmacope@ia and the National 
Formulary, and which are sold under the name by which they are so recognized.) 

In the case of food: 

First. If it be an imitation of or offered for sale under the distinctive name of 
another article. 

Second. If it be labeled or branded so as to deceive or mislead the purchaser, or 
purport to be a foreign product when not so, or if the contents of the package as 
originally put up shall have been removed in whole or in part and other contents shal! 
have been placed in such package, or if it fail to bear a statement on the label of the 
quantity or proportion of any morphine, opium, cocaine, heroin, alpha or beta eucaine, 
chloroform, cannabis indica, chloral hydrate, or acetanilide, or any derivative or prepa- 
ration of any of such substancés contained therein. 

Third. If in package form, and the contents are stated in terms of weight or measure, 
they are not plainly and correctly stated on the outside of the package. 

Fourth. If the package containing it or its label shall bear any statement, design, 
or device regarding the ingredients or the substances contained therein, which state- 
ment, design, or device shall be false or misleading in any particular: Provided, That 
an article of food which does not contain any added poisonous or deleterious ingredi- 
ents shall not be deemed to be adulterated or misbranded in the following cases: 

First. In the case of mixtures or compounds which may be now or from time to 
time hereafter known as articles of food, under their own distinctive names, and not 
an imitation of or offered for sale under the distinctive name of another article, if the 
name be accompanied on the same label or brand with a statement of the place where 
said article has been manufactured or produced. 

Second. In the case of articles labeled, branded, or tagged so as to plainly indicate 
that they are compounds, imitations, or blends, and the word “compound,” “imitation,” 
or “blend,” as the case may be, is plainly stated on the package in which it is offered 
for sale: Provided, That the term blend as used herein shall be construed to mean a 
mixture of like substances, not excluding harmless coloring or flavoring ingredients 
used for the purpose of coloring and flavoring only: And provided further, That noth- 
ing in this Act shall be construed as requiring or compelling proprietors or manufactur- 
ers of proprietary foods which contain no unwholesome added ingredients to disclose 
their trade formulas, except in so far as the provisions of this Act may require to secure 
freedom from adulteration or misbranding. 

Sec. 5. That no dealer shall be prosecuted under the provisions of this Act when 
he can establish a guaranty signed by the wholesaler, jobber, manufacturer, or other party 
residing in this State, from whom he purchases such articles, to the effect that the 
same is not adulterated or misbranded within the meaning of this Act, designating it. 
Said guaranty. to afford protection, shall contain the name and address of the party 
or parties making the sale of such articles to such dealer, and in such case said party 
or parties shall be amenable to the prosecutions, fines, and other penalties which would 
attach, in due course, to the dealer under the provisions of this Act. 


in part 
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Sec. 6. It shall be the duty of the State Dairy and Food Commissioner to enforce 
all the provisions of this Act which relate to foods, and it shall be the duty of the 
State Board of Pharmacy to enforce all the provisions of this Act which relate to drugs. 

Sec. 7. That the term “Territory,” as used in this Act shall include the insular 
possessions of the United States. The word “person” as used in this Act shall be con- 
strued to import both the plural and the singular, as the case demands, and shall include 
corporations, companies, societies and associations. When construing and enforcing 
the provisions of this Act, the act, omission or failure of any officer, agent, or other 
person acting for or employed by any corporation, company, society, or association, 
within the scope of his employment or office, shall in every case, be also deemed to be 
the act, omission or failure of such corporation, company, society, or association as well 
as that of the person. 

Sec. 8. This Act shall take effect one year from the date of its passage. 


45th Assem. HOUSE—No. 230 Feb. 1907 
Introduced by Mr. McLaughlin, February 7, 1907. 
Read by title, ordered printed and referred to Committee on Warehouses. 


A BILL 
For an act providing for the licensing, regulation and inspection of cold storage 
warehouses and regulating the sale of articles of foodstuffs stored therein. 


SECTION 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That it shall be unlawful for any person or corporation to carry on, 
engage in or conduct the business of storing perishable food or keep, maintain or operate 
a cold storage warehouse where meats, fish, eggs, poultry, game, fruits, farm or garden 
produce or other perishable foodstuffs are stored within the limits of any incorporated 
city or village in this State without first having obtained a license for such business 
as hereinafter provided. 

Sec. 2. Any person or corporation desiring to carry on, engage in or conduct the 
business of storing perishable food or to keep, maintain or operate a cold storage ware- 
house where meats, fish, eggs, poultry, game, fruits, farm or garden produce, or other 
perishable foodstuffs are stored, shall make application in writing to the Mayor or 
President of the Board of Trustees for that purpose in which application shall be 
described the location at which said business is proposed to be carried on. Such appli- 
cation shall be accompanied by a report or certificate, from the commissioner of health 
of any city or village where such officer may exist, and in such cities or villages hav- 
ing no commissioner of health or any officer performing the duties of such commis- 
sioner, then such application shall be accompanied by a certificate or report from the 
State Board of Health, stating whether the place in which such applicant proposes 
to carry on such business is in a sanitary condition and is a fit place in which to carry 
on such business. If such report shall be to the effect that such place is fit place and 
in a sanitary condition in which to carry on said business the Mayor or President of 
the Board of Trustees shall cause to be issued to such applicant a license authorizing 
such applicant to carry on the said business for and during the period for which said 
license shall be issued upon payment by such applicant to the proper authorities of any 
such incorvorated city or village of a license fee of five hundred dollars ($500) annually, 
and the filing of a bond running to the incorporated city or village as the case may be, 
with at least two sureties to be approved by the Mayor or President of the Board of 
Trustees in the sum of ten thousand dollars ($10,000), conditioned that such licensed 
person or corporation shali faithfully observe and obey all the laws of the State of 
Illinois and the ordinances of such incorporated city or village as the case may be, 
now in force or which may hereafter be passed with reference to such business. 

Sec. 3. Whenever any meats, fish, eggs, poultry, game, fruits, farm or garden produce 
or perishable foodstuffs of any kind or character are placed in storage at such cold 
storage warehouse, each package, box, bale, barrel, tub, or other receptacle in which 
such articles of food are packed shall be plainly stamped with a stamp showing the date 
that such articles of food were placed in said cold storage warehouse. Such stamp 
shall not be removed, defaced, altered or destroyed at any time while said articles of 
food remain in said receptacle, nor shall said articles of food be removed or transferred 
from a receptacle so stamped to another while the said articles of food remain in 
cold storage warehouse, nor shall the said articles of food be removed to another 
cold storage warehouse except upon the written permission of the commissioner of 
health of any city or village where such officers may exist. and in such cities or villages 
having no commissioner of health or any officer performing the duties of such com- 
missioner then such permission shall be obtained from the State Board of Health, or 
do-‘anything which shall cause the stamp so affixed to a receptacle containing such article 
of food to indicate a different date from the one on which the said articles of food were 
first placed in a cold storage warehouse shall be subject to the penalty hereinafter 
provided for. 

Sec. 4. It shall be unlawful to place in such cold storage warehouse any poultry 
or fowl of any kind in an undrawn condition, or with the entrails left therein. 

Sec. 5. It shall be unlawful for any person, persons, firm or corporation to sell, 
offer or expose for sale any meats, fish, eggs, poultry, game, fruits, farm or garden 
produce or other perishable foodstuff placed in cold storage or removed or taken from 
any cold storage warehouse unless each package, box, barrel, tub, or other receptacle 
in which the aforementioned articles of food are contained and packed, and sold or 
offered or exposed for sale or from which such package, box, barrel, tub, or other recep- 
tacle from which such aforementioned articles of food are sold, offered or exposed for 
sale, shall be plainly stamped with the stamp of every such warehouse where such 
aforementioned articles of food have been stored showing the date that such afore- 
mentioned articles of food were placed in such cold storage warehouse. 

Sec. 6. It shall be unlawful for any person, persons, firm or corporation to have in 
its possession with the intention of selling, or offering or exposing for sale any package. 
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box, bale, barrel, tub, or other receptacle, in which any meats, fish, eggs, poultry, game, fruits, 
farm or garden produce, or other perishable foodstuffs are packed or contained and 
which have been taken or removed from any cold storage warehouse where the stamp 
showing the date, such articles of food were placed in any such cold storage ware- 
house has been removed, defaced, altered, or destroyed, or is not plainly legible. 

Section 7. Whenever any meats, fish, eggs, poultry, game, fruits, farm or garden 
produce or other perishable foodstuffs have been retained for a period of six months, 
notice shall be given within five days thereafter to the commissioner of health of any 
such city or village where such officer may exist and in such cities or villages having 
no commissioner of health any officer performing the duties of such commissioner, 
then to the State Board of Health by the owner, manager, superintendent or person 
in charge of such cold storage warehouse, and thereupon it shall be the duty of said 
commissioner of health of any such city or village where such officer may exist and 
in such cities or villages having no commissioner of health or any officer performing 
the duties of such commissioner, it shall be the duty of the State Board of Health to 
cause such foodstuffs to be inspected, and in case they are found upon inspection to be 
fit for use, such foodstuffs may be sold with the consent of the owner of same to 
the highest bidder for immediate consumption, the proceeds of such sale to go to the 
owner thereof; but if such owner refuses to allow such foodstuffs to be sold in the 
manner aforesaid, then it shall be within the discretion of the commissioner of health 
or State Board of Health as the case may be, to condemn the same at once or permit 
it to be retained in such cold storage warehouse for a limited time to be fixed by him 
or it, at his or its discretion, at the end of which time it shall be condemned as unfit 
for use. 

Sec. 8. Every keeper of a cold storage warehouse shall allow the commissioner of 
health or the State Board of Health, as the case may be, and all other duly author 
ized employés of any such department of health or State Board of Health to fully and 
freely inspect all such articles of food so stored, and shall answer all reasonable and 
proper questions asked by such officers or employés relating to the condition and age 
of such articles of food, and said articles of food shall be subject to condemnation and 
destruction in like manner as all other unwholesome or decayed food as provided for 
by the health ordinances of any such city or village and the health laws of 
this State, and the discretion of the health officers of any such city or village or of the 
State Board of Health in regard to such food so stored, shall be the same as their 
discretion in regard to all other foods as provided for by the ordinances of any such 
city or village relating thereto, or the laws of the State of Illinois likewise thereto re 
lating. 

Sec. 9. Any person, persons, firm or corporation violating any of the provisions of 
this Act shall be deemed guilty of a misdemeanor, and upon conviction thereof shal! 
be fined not less than two hundred dollars ($200) nor more than one thousand 
($1,000) for each offense. 

230 H-2 
45th Assem. SENATE-—No. 21 Jan., 1907 


Introduced by Mr. Chaffee, by request, January 15, 1907 : ; 
Read first time, ordered printed and referred to Committee on License and Miscellany. 


45th Assem. HOUSE—No. 66 Jan. 1907 

Introduced by Mr. Allen, January 23, 1907. F 

Read by title, ordered printed and referred to Committee on Miscellaneous Subjects, 
when appointed. 


For an act to regulate the practice of Osteopathy in the State of Illinois, to provide 
for a board of Osteopathic examination and registration and to provide penalties 
for the violations of the provisions of this Act. . 


SecTion 1. Be it enacted by the People of the State of IUinois, represented in the 
General Assembiy: That the Governor shall, within thirty (30) days after the passage 
of this Act has taken effect, appoint a Board of Osteopathic Examiners to be known as 
“The Illinois State Board of Osteopathic Examination and Kegistration,” consisting of 
five (5) members, whose term of office shall expire on one (1), two (2), three (3) 
four (4) and five (5) years consecutively from the date of their appointment; and he 
shall annually thereafter appoint one member for five (5) years to fill the vacancy 
caused by the expiration of the term of office of the outgoing member of the board 
No person who is not a graduate of a reputable school or college of Osteopathy, having 
a course of at least four (4) terms of five (5) months each, shall be appointed a member 
of said board, and who has not been a resident of the State of Illinois at least one (1) 
year preceding such an appointment. 

Sec. 2. The Governor shall, immediately after the appointment of said board 
appoint from its members a president, secretary and treasurer and said board shall have 
a common seal. The president and secretary shall have the authority to administer 
oaths for the accomplishments of the objects of the board as hereinafter provided 
The board shall keep a record of all its proceedings, and also a register of all applicants 
for license, together with a record showing their ages, time spent in the study of 
Osteopathy and the name and location of all colleges granting to such applicants degrees 
or certificates of courses in Osteopathy. Such record shall also show whether such 
applicant was rejected or licensed; and said books and register shall be prima facie 
evidence of all matters required to be kept therein. No applicant shall be rejected 
without being given an opportunity of appearing before the board in person or by 
attorney. It shall be the duty of said board to meet at least semi-annually at such 
time and place as it shall designate, to examine applicants to practice Osteopathy in 
this State, and shall grant license to such applicants as shall satisfactorily pass the 
examination prescribed by said board: Provided, Said applicants are of good moral! char 
acter, are graduates of some recognized college of Osteopathy requiring a three years 
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course of nine months each year before graduation, no two of such courses to be given 
within any one twelve months, and that shall require for admission thereto a prelim- 
inary education equivalent to that necessary for entrance to the junior class of an 
accredited high school in this State, including a one year’s course in Latin. 

Sec. 3. The board shall prescribe an examination which shall include the following 
subjects, namely: Anatomy, physiology, histology, physiological chemistry, toxicology, 
pathology, gynecology, obstetrics, hygiene, neurology, minor surgery, antiseptics, 
anesthetics, bacteriology, medical jurisprudence, principles and practice of Osteopathy 
and Osteopathic diagnosis and such other subjects as said board shall direct. In each 
of the subjects named the applicants shall pass a minimum grade of seventy (70) per 
cent. and a general average for the entire examination of not less than seventy-five (75) 
per cent, After examination as hereinbefore provided the board shall, if it find the 
applicant qualified, grant a license to said applicant to practice Osteopathy, which 
license, after the payment of the fees as hereinafter ae shall be signed by all the 
members of the board and attested by the secretary and seal of the board. Osteopaths 
when so licensed shali have the same rights and privileges and be subject to the same 
laws and regulations as physicians from other schools of medical practice, but shall 
not have the right to practice major surgery or to prescribe drugs otherwise than in 
the use of antiseptics, anesthetics and antidotes for poisons. The fee for examination 
and for a certificate shall be as follows: Ten $10) dollars fee examination and five ($5) 
dollars for a certificate if issued. Such fee or fees shall be paid to the treasurer of the 
board towards defraying any proper and reasonable expenses of the board. 

Sec. 4. Any person within thirty (30) days after the organization of the board 
holding a certificate to “treat human ailments without the use of medicine internally 
or externally, and without performing surgical operations,” issued under and according 
to the provisions of chapter 91, Revised Statutes of Illinois, 1901, can upon presenting 
such certificate on the issuance of said license obtain an Osteopathic physician's 
certificate: Provided, He or she files with the board a certificate of the Illinois 
Osteopathic Association, a corporation duly organized and chartered under the laws 
of the State of Illinois, setting forth under seal attested by the president and secretary 
of the association that the person named in the certificate is a graduate of a reputable 
college of Osteopathy; that he or she is of good moral character and that he or she 
is in good standing in his or her profession, such person upon the payment of five 
dollars ($5.00) shall receive an Osteopathic physician’s certificate from the board 
without an examination: Provided further, Any person producing satisfactory evidence 
of having been licensed to practice Osteopathy in any other state or territory of the 
United States for a period of at least three (3) years, who shall personally appear 
and present a certified copy of certificate of registration or license which has been issued 
to said applicant in another state or territory in the Union or of other countries where 
the requirements for registration shall be deemed by the board equivalent to those of 
this State, shall be entitled to receive a certificate to practice Osteopathy in this State 
upon the presentation of a diploma, granted by a recognized college of Osteopathy, to 
the board and the payment of a registration fee of fifteen dollars ($15.00). 

Sec. 5. Every person holding a license to practice Osteopathy from the Osteopathic 
State Board of Examination and Registration shall have it recorded in the oflice 
of the county clerk in which he practices, and the date of recording shall be endorsed 
thereon. Any person practicing in another county shall record Osteopatny, or any 
letters or designatty in which he or she practices. The county clerk shall keep in a 
book provided for the purpose a complete list of all Osteopathic certificates recorded 
by him, with the date of issue of the license. 

Sec. 6. On the thirtieth day of September of each year the Illinois State Osteopathic 
Board shall make a report of its proceedings showing all items of recepits from all its 
sources and disbursements for all licenses issued. All funds in the treasury on said date 
which have been received in the enforcement of this Act shall be paid into the State 
treasury. 

Sec. 7. Each member of the board shall receive a compensation of five ($5) dollars 
per diem for the time actually spent by him in discharging his duties as a member of 
the board, together with his necessary expenses: Provided, The amount received for 
examinations and certificates under this Act be sufficient to pay the same, but if the 
State Auditor shall, at any time, find upon investigation that said sums are not sufficient 
to meet the per diem and expenses as herein provided, then he shall allow the expenses 
in full and such percentage upon the per diem that the expense to the State shall not 
exceed the receipts under the provisions of this Act. 

Sec. 8. All statutory regulations controlling infectious and contagious diseases, and 
the granting of certificates of births and deaths and ail requirements of public health 
acts shall apply to practitioners of Osteopathy. 

Sec. 9. Any person in this State who shall practice or attempt to practice Osteopathy, 
or who shall hold himself or herself out to the public as an Osteopathic physician or 
specialist in any of the branches of the respective schools of Osteopathy, or who shal! 
use the title “D. O.,” meaning doctor or diplomate of Osteopathy, or any letters or desig- 
nation meaning any of the titles enumerated in this section without complying with the 
provisions of this Act, shall be guilty of a misdemeanor, and upon conviction thereof 
shall be fined not less than fifty ($50) dollars, nor more than five hundred ($500) 
dollars, for each offense or by imprisonment in the county jail for a term not exceed- 
ing three (3) months, or by both such fines and imprisonment. 

Sec. 10, All acts and parts of acts inconsistent with this Act are hereby repealed. 
—66 H-2. 
45th Assem. SENATE—No, 82 Jan. 1907. 
Introduced by Mr. Campbell, January 24, 1907. 

Read first time, ordered printed, and referred to Committee on License and Miscellany. 


45th Assem. HOUSE—No. 96 Jan. 1907 

Introduced by Mr. McGoorty, January 24, 1907. 

Read first time, ordered printed and referred to Committee on Miscellaneous Subjects. 
when appointed. 





BILLS RELATIVE TO STATE MEDICINE. 377 


: ; A BILL 
For an Act to provide against the evils resulting from the traffic in certain narcotic 
drugs, and to regulate the sale thereof. 


SECTION 1. Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That it shall be unlawful for any person, by himself or another, 
either as principal, clerk or servant, directly or indirectly, firm or corporation to sell, 
furnish or give away any cocaine, alpha or beta eucaine, codeine, opium, morphine, 
heroin, chloral hydrate, or any salt or compound or derivative of any of the foregoing 
substances, or any preparation or compound containing any of the foregoing substances. 
or their salts, compounds or derivatives, except upon the original written order or pre 
prescription of a lawfully authorized practitioner of medicine, dentistry, or veterinary 
medicine, which order or prescription shall be dated, and shall bear the name of the 
person for whom prescribed, or, if ordered by a practitioner of veterinary medicine. 
shall state the kind of animal for which ordered, and shall be signed by the person 
giving the prescription or order. Such written order or prescription shall be dated. 
and shall have the name of the patient written upon it, and shall be retained on file 
by the person, firm or corporation who shall compound or dispense the articles ordered 
or prescribed, and it shall not be again compounded or dispensed, except upon the 
written order of the original prescriber for each and every subsequent compounding or 
dispensing. No copy or duplicate of such written order or prescription shall be made 
or delivered to any person. but the original shall at all times be open to inspection by 
the prescriber and properly authorized officers of the law. 

Provided, however, That the above provision shall not apply to preparations con 
taining not more than two grains of opium or not more than onefourth grain of 
morphine, or not more than one-fourth grain of heroin, or not more than one-fourth 
grain of codeine, or not more than ten grains of chloral hydrate, in one fluid ounce. or, 
if a solid preparation, in one avoirdupois ounce: Provided also, That the above provi 
sion shall not apply to preparations containing opium and recommended and sold in good 
faith for diarrhea and cholera, each bottle or package of which is accompanied by spe- 
cific directions for use, and a caution against habitual use, nor to powder of ipecac and 
opium, commonly known as Dover's Powder, nor to liniments or ointments when plainly 
labeled “for external use only.” And provided elso, That all preparations which are 
exempt from the provisions hereof shall be sold only in bottles or packages on each of 
which is plainly marked the amount of morphine or opium contained in said preparation 
Provided further, That the provisions of this section shall not apply to sales at whole 
sale by jobbers. wholesalers and manufacturers to retail druggists or qualified physi- 
cians, or to each other, nor to sales at retail by retail druggists to regular practition- 
ers of medicine, dentistry. or veterinary medicine, nor to sales made to manufacturers 
of proprietary or pharmaceutical preparations for use in the manufacture of such 
preparations, nor to sales to hospitals, colleges, scientific or public institutions. 

Sec. 2. It shall be unlawful for any practitioner of medicine, dentistry or veterinary 
medicine to furnish to or to prescribe for the use of any known habitual user of the 
same, any cocaine, heroin, alpha or beta eucaine, opium, morphine, codeine, chloral! 
hydrate, or any salt or compound or derivative of any of the foregoing substances, or 
any preparation containing any of the foregoing substances, or their salts. compounds, 
or derivatives. And it shall also be unlawful for any practitioner of dentistry to pre 
scribe any of the foregoing substances for any person not under his treatment in the 
regular practice of his profession, or for any practitioner of veterinary medicine to 
prescribe any of the foregoing substances for the use of any human being. 

Provided, however, That the provisions of this section shail wot be construed to 
prevent any lawfully authorized practitioner of medicine from furnishing or prescrib 
ing in good faith for the use of any known habitual user of narcotic drugs who is under 
his professional care such substances as he may deem necessary for their treatment 
when such prescriptions are not given or substances furnished for the purpose of 
evading the provisions of this Act. 

Sec. 3. Any person who shall violate any of the provisions of this Act shal! be 
deemed guilty of a misdemeanor, and upon conviction for the first offense shail be 
fined not less than twenty-five dollars ($25), nor more than two hundred dollars ($200). 
and may also be imprisoned in the county jail for not more than six months: and 
upon conviction for a second offense shall be imprisoned in the county jail for not 
more than six months, and if the person so convicted be a licensed pharmacist, physi- 
cian, dentist or veterinary surgeon, his license shall he revoked upon conviction for a 
second offense. It shall be the duty of the Board of Pharmacy to cause the prosecution 
of all persons violating the provisions of this Act; but this provision making it the 
primary duty of said Board of Pharmacy to cause such prosecutions shall not prevent 
the issue of warrant in the manner prescribed by law upon complaint of any citizen 
charging a violation of the provisions of this Act. In any proceedings under this 
Act the charge may be brought against any member of the partnership or firm, etc 

Sec. 4. All laws, and parts of laws, in conflict with this Act are hereby repealed: 
Provided, however, That such repeal shall in nowise affect any suit, prosecution or 
court proceeding pending at the date of the passage of this Act: all of which suits 
prosecutions, or court proceedings pending at the date of the passage of this Act shal! 
be tried and determined under the law which was in force and effect at the time of the 
institution of such suits, prosecutions, or court proceedings. 

Sec. 5. Whereas any emergency exists, this act shall take effect immediately after it 
is passed and signed by the Governor. 


45th Assem. SENATE—No. 61 Jan. 1907 
Introduced by Mr. Breidt. January 22, 1907. 
Read first time, ordered printed and referred to Committee on Judiciary. 


A BILL 
For an act to amend an act entitled “An Act to revise the law in relation to coroners,” 
approved June 4, 1889, in force July 1, 1889. 
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SECTION 1.—Be it enacted by the People of the State of Jilinois, represented in the 
General Assembly: That an act entitled “An Act to revise the law in relation to coro- 
ners, " approved June 4, 1889, in force July 1, 1889, be amended as follows: 

28. EMBALMING OF BODIES—PERMISSION. Sec. 28. No undertaker or other person 
shall embalm or inject the dead body of any person with any fluid or preparation of 
any kind, before obtaining permission from the Coroner, where such body is the 
subject of a coroner’s inquest. A violation of the foregoing section shall, upon con- 
viction, be punishable by a fine of not exceeding $50.00. 


45th Assem. SENATE—No. 69 Jan. 1907 
Introduced by Mr. Billings, January 23, 1907. ° 
Read first time, ordered printed and referred to Committee on Appropriations. 
A BILL 
For an act to provide for testing the sight and hearing of pupils in public schoois. 


SECTION 1.—Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That the State Board of Health and the State Superintendent of 
Public Instruction shall prepare or cause to be prepared suitable test cards, blanks, record 
books and other needful appliances to be used in testing the sight and hearing of 
pupils in public schools, and necessary instructions for their use; and the State 
Superintendent of LT'ublic Instruction shall furnish the same free of expense to every 
school in the State. The superintendent, principal or teacher in every school during 
the month of September in each year, shall test the sight and hearing of all pupils 
under his charge, and keep a record of such examinations according to the instructions 
furnished, and shall notify in writing the parent or guardian of every pupil who shall 
be found to have any defect o1 vision or hearing, or diseases of eyes or ears, with a 
brief statement of such defect or disease, and shall make a written report of all such 
examinations to the State Superintendent of Public Instruction as he may require. 

Sec. 2. The State Auditor is hereby directed to draw his warrant on the State 
Treasurer for such sums and at such times as the State Superintendent of Public 
Instruction, with the approval of the State Board of Health, may require to carry out 
the provisions of this Act. ‘The total expense under this Act shall not exceed five 
hundred dollars ($500.00) in any one year. 


45th Assem. SENATE No. 85 Jan. 1907 
Introduced by Mr. Gardner, January 29, 1907. 

Read first time, ordered printed and referred to Committee on State Charitable Insti- 

tutions 
A BILL 
For an act to promote the care and curative treatment of the insane. 

SECTION 1.-——Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: The State Commissioners of Public Charities are hereby required 
to divide the State into districts, for the purpose of regulating the admission of patients 
into state hospitals for the insane. The said Commissioners shall have power to change 
the boundaries of such districts, from time to time, as may be necessary or expedient: 
Provided, That any regulations which they may make on this subject shall not have the 
force of law until after they shall have been submitted to the Governor and approved 
by him. . 

” See. 2. Whenever such division or regulation shall have been made and approved 
as aforesaid, the said State Commissioners shall forthwith make and sign a report to 
that effect. designating the boundaries of and the counties included within each district 
and the number of patients apportioned to each asylum, and file the same with the 
Secretary of State, and send a copy thereof to the trustees and superintendent of each 
State asylum, and to each county judge, and to the clerk of each county in the State, 
to be filed in his office, and thereafter the State shall for all the purposes of this Act 
be deemed to be delivered into such districts. Whenever any change in such classifica- 
tion or regulation shall thereafter be made and approved, a like report shall be made 
and filed, and a copy thereof sent to the county judges and to the clerks of all counties 
affected by such a change, as well as to the trustees and superintendents of the respect- 
ive State Asylums. 

Sec. 3. In order to carry out the intention of this Act, the State Commissioners 
of Public Charities are directed to ascertain from time to time, what vacaycies, if any, 
exist in any one or more of the State insane asylums, and said Commissioners are hereby 
authorized and required to forthwith cause the removal to such asylum or asylums, from 
some one or more of the counties of the district to which said asylum has been 
assigned, under the provisions of this Act, as many of the insane patients in county 
asylums and almshouses as can be accommodated. Such removal to be made pursuant 
to the provisions of section 6 of this Act. 

Sec. 4. To provide for the insane of the district in which each State asylum is 
situated, should the existing accommodations not be sufficient for this purpose, there 
shall be erected on the grounds of such asylum a sufficient number of buildings of a 
moderate size, each being designed to accommodate not less than ten nor more than 
one hundred and fifty patients It shall be the duty of the trustees of each State 
asylum, within ninety days after they shall have received a copy of the report of the 
Commissioners of Public Charities, as provided in section 2, to cause to be prepared 
plans. specifications and estimates of the cost and equipment of such buildings, and to 
submit same to said Commissioners of Public Charities, and said Commissioners shal! 
thereupon proceed to examine said plans, specifications and estimates, and shall have 
power to summon before them the superintendent of the asylum, on whose grounds 
the said buildings are proposed to be erected, for explanations and suggestions in regard 
to the same. When the plans of any proposed building or buildings shall have been 
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approved by said Commissioners, and appropriations for the purpose shall have been 
provided by the Legislature, the trustees shall cause to be erected and equipped, at the 
earliest practicable day, consistent with the best interests of the State, the building or 
buildings so proposed, and the cost of the same, including the necessary equipment for 
heating, lighting, ventilation, fixtures and furniture, shall in no case exceed the amount 
of the estimates therefor approved by said Commissioners. The cost of said buildings 
and equipment shall be paid by the Treasurer of the State on warrants of the Auditor 
from the sums appropriated by the Legislature for this purpose, upon vouchers of the 
trustees of the asylum where the buildings are to be erected: and these vouchers shall! 
be made in accordance with the forms prescribed by the Auditor. Upon the compietion 
of said buildings, the trustees erecting the same shall forthwith in writing certify 
this fact to the State Commissioners of Public Charities. 

Sec. 5. After receiving such certificate from said trustees, the State Commissioners 
of Public Charities shall ascertain whether the buildings are ready for occupancy, and 
if they find them to be ready they shall forthwith direct the superintendents of the 
county asylums or almshouses in each county within the district, in which staid State 
asylum so certified is situated, to send such number of insane patients to said State 
asylum as can be therein accommodated. Each of the State asylums for the insane 
shall receive patients, whether in acute or chronic condition of insanity, from the 
district in which the asylum is situated, subject to the power of removal from on¢ 
State asylum to another under the provisions of section eight of this Act. 

Sec. 6. All county authorities sending a patient to any asylum under the provisions 
of this Act, shall, before sending him, see that he is in the state of bodily cleanliness 
and is comfortably clothed, in accordance with regulations to be prescribed by the 
State Commissioners of Public Charities. The said patients shall be sent by said 
county authorities in the manner prescribed by said State Commissioners of Publix 
Charities to the State asylum within the district embracing said county at the expense 
of the State, and any State asylum to which said patient is to be sent may be required, 
by and under the regulations made by said State Commissioners of Public Charities, to 
send a trained attendant to bring the patient to the asylum. In all cases there shall 
be provided a female attendant for every female patient, unless she be accompanied 
by her husband, father, brother or son. After said patient or patients has or have 
been delivered to the said State asylum, the care and custody of the county authorities 
over said insane person shall cease. The bills for the reasonable expenses incurred in 
the transportation of patients to the State asylums, after they have been approved 
in writing by the State Commissioners of Public Charities, shall be paid by the treas- 
urer of the asylum on warrarts properly drawn from the funds provided for the sup 
port of the State asylum. 

Sec. 7. After sufficient accommodations shall have been provided in State institutions 
for all the pauper and indigent insane of all the counties of the State, the cost of 
clothing and other incidental expenses of county insane patients in State insane 
asylums shall not be a charge upon any county after the first of January next ensuing, 
but the cost of the same shall be paid out of the funds provided by the State for the 
support of the insane. It shall be the duty of the State Commissioners of Public 
Charities to determine whether the accommodations are sufficient within the purview 
of this section, and to hold a meeting for that purpose and if satisfied of the sufficiency 
of such accommodations, to make a certificate to that effect and file the same with the 
Secretary of State and send a copy thereof to the trustees and superintendents of each 
State and county asylum, and to each county judge, and to the clerk of each county in 
the State, to be filed in his office. Until such certificate is made and filed the said 
cost of clothing and other incidental expenses of county insane patients shall continue 
to be a charge upon the county as under existing laws. 

Sec. 8. In case the buildings of any State asylum shall at any time become over- 
crowded in carrying out the provisions of this Act, or the number of said buildings 
be reduced by fire or casualty, the State Commissioners of Public Charities hereby are 
empowered in their discretion to cause the transfer of patients therefrom to anotier 
State asylum, where they can be conveniently received, or to make, in special emersec- 
tion shall be chargeable to the State and care, and all expenditures under this section 
shall be chargeable to the State and paid out of any appropriation made to carry out 
the provisions of this Act. 

Sec. 9. Whenever in any district, established under the provisions of this Act, the 
buildings now existing and erected as herein provided for the use of the insane shal! 
be filled with patients to their full capacity, the trustees thereof shall not receive 
further patients until vacancies occur, or new additional accommedations are provided 
and then only to the extent of the accommodations supplied. In any such case the 
condition of the asylum, so far as pertains to the purposes of this section, shall be 
certified by the trustees thereof to the State Commissioners of Public Charities, where 
upon said Commissioners shall, in compliance with rules to be made by said Commis 
sioners and communicated from time to time to the county judges, county clerks, and 
the trustees of the respective State asylums, make an order for the transfer of any 
pauper or indigent patient from the district in which there are no suitable accommo 
dations to one, if any, in which suitable accommodations for his care exist. Preference 
is to be given to an asylum in an adjoining rather than to one in a remote district 
Such order shall be executed in a mode prescribed by the State Commissioners of 
Public Charities. The expenses of the transfer of said pauper patients to said asylums 
beyond the limits of the district where the patient is regularly to be cared for, shall 
be chargeable to the State, and the bills for the same, when approved by the State 
Commissioners of Public Charities, shall be paid by the Treasurer of the State on the 
warrant of the Auditor out of any moneys appropriated to carry out the provisions 
of this Act. In case any insane person, his relatives, guardians or friends may desire 
that he may become an inmate of any State asylum situated beyond the limits of the dis 
trict where he resides, and there be sufficient accommodation there to receive him. he 
may be received there in the discretion of the State Commissioners of Public Charities 
and the superintendent of such asylum. Any expense of removal, in such case, must 
be borne by the said insane persons’ guardians, relatives or friends, as the case may be 
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Sec. 10. The State Commissioners of Public Charities, whenever they shall deem 
it necessary and expedient, by reason of overcrowding, or in order to prevent the same, 
shall, in their annual report to the Governor, recommend the erection of such additional 
buildings on the grounds of any or all State asylums then existing as shall, in the 
judgment of said Commissioners, provide sufficient accommodations for the intermediate 
prospective wants of the insane of this State; or, if said Commissioners deem it more 
expedient, they shall recommend the establishment of another State asylum or asylums 
in such part of the State as in their judgment will best meet the requirements of the 
insane. 

Sec. 11. It is the intent and meaning of this Act that, when and after the State 
shall have been divided into districts, as herein provided, and sufficient accommodations 
in State institutions shall have been provided for all the insane of all the counties of 
the State, and certified, as set forth in the seventh section of this Act, no insane per- 
son shall be permitted to remain under county care, but that all the insane who are 
now, or who may hereafter become a public charge, shall be transferred to the 
respective State asylums without unnecessary delay, there to be regarded and known 
as the wards of the State, and to be wholly supported by the State. a 

Sec. 12. The State Commissioners of Public Charities shall hereafter furnish the 
Governor, on or before the first day of December in each year, an estimate of the 
probable number of patients who will become inmates of the respective State asylums 
during the year beginning January first ensuing, and the cost of the additional build- 
ings and equipment, if any, which will be required to carry out the provisions of this 
Act. After the certificate as to sufficiency of accommodation shall have been filed as 
provided by section seven of this Act, the trustees of each of the State asylums shall, 
on or before the first day of December in each year, furnish to the Governor an estimate 
of the cost of maintaining the probable number of patients who will be inmates of the 
respective asylums during the year beginning January first next ensuing. On the 
basis of these estimates the Governor shall, in his next annual message to the Legis- 
lature, state his estimate of the amount te be provided for by the State for the support 
of such insane persons, and for the erection and equipment of such buildings as may 
be recommended. 

Sec. 13. The foregoing provisions of this Act shall not apply to or include counties 
of over one hundred and fifty thousand inhabitants, except as provided in the succeed- 
ing section of this Act, nor shall it be construed to affect those provisions of existing 
statutes by which such counties aforesaid are now permitted to send their acute 
chronic insane to State asylums. 


Sec. 14. Whenever the counties of over one hundred and fifty thousand inhabitants, 
or any one of them, desire to be included in the provisions of this Act. application may 
be made in writing to the Governor, by the respective county authorities in either of 
said counties, to transfer any or all of such buildings, land. appurtenances and equip- 
ment as are used by them as county insane asylums to the State for the same purpose. 
The Governor shall thereupon transmit said application to the State Commissioners 


of Public Charities, whereupon said Commissioners shall examine into the condition 
of such buildings, land, Sane and equipment, with a view to ascertain 
whether such property is suitable for the purposes of a State asylum for the insaue ; 
and shall report its findings and conclusions to the Governor. Whereupon, if the Gov- 
ernor shall approve the same, said county insane asylum shall be converted into a 
State asylum for the insane, the insane persons in said county asylums, and those 
received thereafter, shall be provided for in accordance with the provisions of this Act. 

Sec. 15. The word “insane,” as used in this Act, shall be construed to mean any 
person who, by reason of unsoundness of mind, is incapable of managing and caring for 
his own estate, or is dangerous to himself or others, if permitted to go at large, or is 
in such condition of mind or body as to be a fit subject for care and treatment in a 
hospital or asylum for the insane: Provided, That no person idiot from birth, or whose 
mental development was arrested by disease or physical injury occurring prior to the 
age of puberty, and no person who is afflicted with simple epilepsy shall be regarded as 
insane, unless the manifestations of abnormal excitability, violence or homicidal or sui- 
cidal impulses are such as to render his confinement in a hospital or asylum for the 
insane a proper precaution to prevent him from injuring himself or others. 

Sec. 16. No insane person now or hereafter, under the care of any State asylum 
in this State, shall be returned or committed to the care of any county insane asylum 
or almshouse, or to any county, town or city authority; and the said county, town 
and city authorities are hereby forbidden to receive any such patient who may be 
returned or committed to them in violation of this section. The foregoing provisions 
of this section shall not apply to the counties, or to the county authorities of the 
counties named in section thirteen of this Act, except as to such county or counties. 
or the authorities thereof, as shail have transferred to the State their county insane 
asylums as provided in section thirteen of this Act. 

Sec. 17. The State Commissioners of Public Charities shall secure from relatives or 
friends, who are liable or may be willing to assume the costs of support of inmates 
of State hospitals supported by the State, reimbursement, in whole or in part, of the 
money expended for such support; said Commissioners may appoint agents, whose duty 
it shall be to secure from relatives and friends who are liable therefor, or who may be 
willing to assume the costs of the support of any inmates, reimbursement, in whole 
or in part, of the money so expended. The compensation of each agent shall not exceed 
five dollars a day and the necessary traveling and other incidental expenses actually 
incurred by him to be approved by the Auditor of Public Accounts. 

The said Commissioners may fix a rate to be paid for the support of the inmates 
of State hospitals by the relatives liable for such support, or by those not liable for 
such support but willing to assume the costs thereof, but such rate shall be sufficient 
to cover the proper proportion of the cost of maintenance and necessary repairs and 
improvements. 

Sec. 18. When an insane person is possessed of sufficient property to maintain him- 
self, or his father, mother, husband, wife or children are of sufficient ability to main 
tain him, and his insanity is such as to endanger his own person, or the person and 
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property of others, the conservator of such person, or such father, mother, husband, 
wife or children must provide a suitable place for his confinement, and there maintain 
him in such manner as shall be approved by the State Commissioners of Public Charities. 
It shall be the duty of the overseers of the poor, the county agents, and the State 
Commissioners of Public Charities to see that the provisions of this section are 
carried into effect in the most humane and speedy manner. 


45th Assem. SENATE—No. 91 Jan. 1907 
AS AMENDED. 

Introduced by Mr. Hall, January 29, 1907. 

liead first time, ordered printed and referred to Committee on Education 

February 14, reported back to pass. 

February 20, second reading, amended on third reading. 


A BILL 
For an act to provide for moral and humane education in the public schools 


SECTION 1.—Be it enacted by the People of the State of /llinois, represented in tie 
General Assembly: That in every public school in the State of Illinois it shall be the 
duty of every teacher to teach to the pupils of such school honesty, kindness, justice 
and sobriety as tend to ennoble the character of school children and enable them to 
know how to conduct themselves as social beings, and to develop a sense of right and 
wrong for the purpose of lessening crime and raising the standard of good citizenship 

Sec. 2. That in every public school within this State not less than one-half hour of 
each week, during the whole of each term of school, shall be devoted to teaching to the 
pupils of such school kindness and justice to, and humane treatment and protection 
of, birds and animals, and the important part they fulfil in the economy of nature, and 
lessons drawn from their lives, habits and usefulness. 

Sec. 3. That it shall be the duty of the Superintendent of Public Instruction of 
this State, and of the committee in charge of preparing the programme for each annual 
meeting of the Illinois State Teachers’ Association, to include moral and humane 
education in such programme. It shall be the duty of the Superintendent of Schools 
of each county and the Superintendent of Schools of each city to include at least 
once each year moral and humane education in the programme of the teachers’ institute 
that is held under his or her supervision. 

Sec. 4. That no experiment upon any living creature for the purpose of demonstra 
tion in physiology or in any study shall be made in any public school of this State. 
Dissection of dead animals, or any portions thereof, in any public school shall be 
confined to such animals as have been killed for food, and no material which is provided 
by any pupil of a public school shall be used for the purpose of dissection in such 
school. Dissection in any public school shall be confined to the class-room and shal! 
not be practiced in the presence of any pupil not engaged in the study to be illustrated 
thereby. 

Sec. 5. That the principal or teacher in each public school of this State shall 
certify in each of his or her monthly reports that the provisions of this Act have been 
complied with in the school under his or her control. 

Sec. 6. That no principal nor teacher in any public school in this State who 
knowingly violates any provision of section 4 of this Act shall be entitled to receive 
more than 75 per cent. of the public school moneys that would otherwise be due as 
compensation for services for the month in which such provision shall be violated, and 
that no principal nor teacher ‘n any public school who knowingly fails to comply with 
any of the provisions of sections 1, 2 or 5 of this Act shall be entitled to receive more 
than 90 per cent. of the public school moneys that would otherwise be due as compen- 
sation for services for the month in which such provisions of the three sections last 
aforesaid shall not be complied with. 

Sec. 7. Nothing in this Act shall apply to any medical, dental, veterinary, agricul- 
tural or normal school or to any college. 


45th Assem. . SENATE—No. 109 Jan. 1907 
Introduced by Mr. Gardner, January 30, 1907. 
Read first time, ordered printed and referred to Committee on Appropriations 


A BILL 
For an act making appropriations for the Illinois State Colony for Epileptics 


SECTION 1.—-Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That the sum of two hundred and sixty-five thousand dollars 
($265,000) be appropriated to the Board of State Commissioners of Public Charities 
for the purpose of locating and constructing necessary buildings and maintenance of 
the Colony for Epileptics under the provisions of an act of the Forty-first General 
Assembly : 

Approved—April 19, 1899. 

Land and buildings 
Maintenance till 1909 


$265,000 
Sec. 2. The Auditor of Public Accounts is hereby authorized and required to draw 
his warrant upon the State Treasurer for the amount herein appropriated upon presenta 
tion of proper vouchers Certified to by the Board of State Commissioners of Publix 
Charities and approved by the Governor. 
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45th Assem. SENATE—No. 4 Jan. 1907 
Introduced by Mr. Glackin, January 10, 1907. 
Read first time, ordered printed and referred to Committee on Appropriations. 


A BILL 
For an act to provide for the location, erection, organization and management of a 
State sanatorium for persons afilicted with tuberculosis, making applicable thereto 
“An act to regulate the State haritable institutions and the State Reform School, 
and to improve their organization and increase their efficiency,” approved April 15, 
1875, and making an appropriation for the purchase of land, and the construction 
of the necessary buildings and the maintenance of the sanatorium. 


SECTION 1.—Be it enacted by the People of the State of Illinois, represented in the 
General Assembly: That there is hereby established a State sanatorium for the care 
and scientific treatment of persons afflicted by tuberculosis, to be known as “The 
Illinois State Sanatorium. ‘The provisions of an act entitled “An act to regulate 
the State charitable institutions and the State Reform School, and to improve their 
organization and increase their efliciency,” approved April 15, 1875, and all general 
Statutes governing the State charitable institutions, their trustees, officers and employés 
(except as herein otherwise provided) are hereby made applicable to the Illinois State 
Sanatorium, its trustees, officers and employés. 

Sec. 2. For the purchase and location of a site for said sanatorium and the con- 
struction of the appropriate buildings to accommodate patients, officers and employés 
of said institution, with all necessary heating, lighting, water supply and drainage 
appliances, and all necessary furniture and furnishings and maintenance until the 
appropriations of the next General Assembly are available, there is hereby appropriated 
one hundred and fifty thousand ($150,000) dollars to be paid, as herein provided, out 
of any moneys in the treasury not otherwise appropriated. The moneys herein appro- 
priated shall be paid from the State treasury to the parties to whom they become 
due on warrants of the Auditor of Public Accounts; and the Auditor of Public Accounts 
is hereby authorized and required to draw said warrants for moneys due under this 
act upon the order of the board of trustees of said sanatorium, accompanied by vouch 
ers approved by the Governor of the State as now required by law. 

Sec. 3. The government of said sanatorium shall be vested in a board of five 
trustees, not more than three of whom shall be of the same political party, which shall 
be a corporation by the name of “The Illinois State Sanatorium.” Within ten days 
after this act shall be enforced the Governor shall appoint five persons to be trustees 
of said sanatorium, two of whom shall be physicians, to hold office, respectively, one 
until the first day of March, 1907, two until the first day of March, 1909, and two 
until the first day of March, 1911. Their successors shall be appointed in the same 
manner and shall each serve six years, so that an appointment shall be made each 
second year and in every case a trustee shall hold office until his or her successor is 
appointed and qualified. All appointments, including the original appointments made 
by the Governor when the Seuate is not in session, shall be valid until an appointment 
is confirmed by the Senate. 

Sec. 4. The said sanatorium shall be under the immediate management and control 
of a superintendent to be appointed by said board of trustees and removed by said 
board of trustees when just cause for removal exists, whose salary shall be fixed from 
time to time by said board. Said superintendent shall be a graduate in medicine and 
surgery from some medical college recognized as in good standing by the State Board of 
Health, and of acknowledged skill in his profession, and must have had experience In 
the treatment of tuberculosis in hospital, sanatorium or extensive private practice. He 
shall appoint all subordinate officers and employés, except as ‘hereinafter provided, with 
the assent of the board of trustees, and may discharge any subordinate for cause, by a 
written order stating such cause and delivered when practicable to such subordinate. 
The resident physician or physicians shall be selected by the board of trustees, and 
shall be subject to the authority and control of the superintendent, as in the case of 
other subordinates or employes; and their duties shall be to perform such medical 
duties in and about the care of the patients in the sanatorium as such superintendent 
may direct. The resident physicians are subject to the same rules of discharges as 
other subordinates and employés. 

Sec. 5. The board of trustees shall appoint, annually, two consulting physicians, 
citizens of Illinois, engaged in active practice and known to be skillful diagnosticians 
and therapeutists, whose duty it shall be to visit the sanatorium whenever necessary, 
to examine and classify patients, supervise their medical care and treatment in the 
eapacity of consulting physicians, and observe the general conduct of the institution in 
order that they may make suggestions to the board of trustees for the improvement of 
the efficiency of the institution in the care of patients. The salary of a consulting 
physician shall be fixed from time to time by the board of trustees. 

Sec. 6. The superintendent and consulting physicians shall formulate such rules as 
they deem advisable regulating the admission of persons afflicted with tuberculosis to 
the Illinois State Sanatorium, keeping in view the fact that in the early stage the 
disease is curable and that the greatest good to the State is derived from the restora- 
tion to health and to their families the dependent sick: Provided, however, that the 
State Commissioners of Public Charities shall have power to divide. the State into dis- 
tricts for the purpose of regulating the admission of patients to the sanatorium and to 
fix the quota of each county therein so as to secure equality among the counties and 
to promote their convenience in this regard. And the said commissioners shall have 
power to change the boundaries of said district from time to time as may be necessary 
or expedient: Provided, that any regulations which they may make on this subject 
shall not have the force of law until after they shall have been submitted to the Gov- 
ernor and approved by him: And, provided, further, that the Governor shall cause to 
be printed and distributed to the counties to be affected thereby, a sufficient number of 
copies of the schedule of districts and quotas approved by him. 





BILLS RELATIVE TO STATE MEDICINE. 383 


Sec: 7. Said trustees, as soon as possible after their appointment and qualification 
shall adopt a seal and organize by electing a president and secretary to serve for two 
years and until their successors are elected and qualified, and in conjunction with a 
committee of three members of the State Board of Health and the president or secretary 
of the State Board of Charities, select a site for said sanatorium in such part of the 
State as shall be best adapted to the wants of the institution and most economical to 
the State, having regard in the selection to elevation, climate, water supply, drainage, 
facility of access, quality of soil and price asked for the land, and said trustees may 
accept on behalf of the State any gifts in money, freights, lands or other property, but 
such donations shall not be received as the consideration for the location of the 
sanatorium at any particular place. Said site shall contain not less than one hundred 
and sixty nor more than two hundred and forty acres of land. When the trustees 
have selected a site and agreed with the owners upon a price which the State may 
purchase it, they shall report their action to the Governor and such selection shall take 
effect only when confirmed by the Governor. 

Sec. 8. Before payment is made for the lands for which provision is made in this act, 
the seller or sellers shali furnish to the trustees an abstract of title which shall be 
submitted to the Attorney General for his examination and the Governor for his approval, 
and no money shall be paid for the said lands without perfect conveyance of title in 
fee simple to the State of Illinois by warranty deed. . 

Sec. 9. The said trustees are directed and required to inform themselves upon the 
construction and methods of management of other sanatoria in the United States and 
abroad, and after full inquiry to cause to be prepared suitable plans and specifications 
by the State Architect, but no plans shall be adopted by the trustees which shall not 
have first been approved by the Governor and the Board of State Commissioners of 
Public Charities. The said plans shall be accompanied by specifications and by a 
detailed estimate of the amount, quality and description of all materials and labor 
required for the erection and full completion of the buildings according to said plans. 

Whenever the said plans and specifications shall have been approved and adopted, the 
trustees shall cause to be inserted in at least one of the daily newspapers in each of the 
following cities, to-wit: Chicago, St. Louis, Milwaukee and Indianapolis and the city 
or town at or near which the said institution shall be permanently located, and in such 
other newspapers that the trustees may deem advisable, an advertisement for sealed bids 
for the construction of the buildings herein authorized, and they shall furnish a printed 
copy of this act and of the specifications to all parties applying therefor; and all 
parties interested who may desire it shall have free and full access to the plans with 
the privilege of taking notes and making memoranda. And the said trustees shall 
answer all questions addressed to them upon the subject of proposed buildings to the 
best of their abiiity and belief. 

Sec. 10. No less than thirty days after the publication of the said proposals for 
bids, on a day and at an hour to be specified in said advertisement, at the place where 
the said institution shall be located, in the presence of the bidders or so many of the 
bidders as may be present, the bids received shall be opened for the first time and the 
vontract for building shall be let to the lowest and best bidder. Provided, that no con 
tract shall be made and no expense incurred in any building or buildings required for 
the completion of the same at greater expense than is provided for in the appropriation 
in this act. 

And, provided further, that no bid shall be adopted which is not accompanied by a 
good and sufficient bond, payable to the pecete of the State of Illinois, in the penal sum 
of double the amount of the contract price, signed by at least three good and sufficient 
sureties, conditioned as a guaranty for the responsibility and good faith of the bidder, 
and that he will enter into contract and give bond as provided in this act in case his 
bid is accepted. 

Sec. 11. The contract to be made with the successful bidder shall be accompanied 
by a good and sufficient bond, to be approved by the Governor before it is accepted, 
conditioned for the faithful performance of his contract, and the said contract shal! 
provide for the appointment of a superintendent of construction who shall be paid a 
salary to be fixed by the hoard of trustees, and who shall carefully and accurately 
measure the work done each month, and the materials upon the ground at least once 
each month, and for the payment of the contractor upon the aforesaid measurements, 
and for the withholding of fifteen (15) per cent. of the value of the work done and the 
materials on hand until the completion of the building or buildings: and for the for- 
feiture of a stipulated sum per diem for every day that the completion of the work 
shall be delayed after the time specified in the contract, and for the protection of all 
persons who may furnish labor or materials as aforesaid, directly for all work done or 
materials furnished by them. In case of notice given to the trustees that any such 
party apprehends or fears that he will not receive the money due, and for the settle 
ment of all disputed questions as to the value of alterations and extras by arbitration 
at the time of the final settlement as follows: 

One arbiter to be chosen by the trustees, one by the contractor and one by the 
Governor of the State, all three of said arbiters to be practical methanics and builders : 
and for the power and privilege of the trustees, under the contract, to order changes 
in the plans at their discretion and to refuse to accept any which may be done not 
fully in accordance with the letter and spirit of the plans and specifications, and all 
work not accepted shall be replaced at the expense of the contractors and for deduction 
from the contract price of alterations ordered by the trustees which may and do 
diminish the cost of all buildings. They may also make such other provisions and 
conditions in said contract not herein above specified as seen to them necessary or expe 
dient, consistent with the letter and spirit of this section. In no event shal! the State 
be liable for a greater amount of money than is appropriated 

Sec. 12. The said contract shall be signed by the president of the board of trustees 
on behalf of the board, after a vote authorizing him to so sign shall have been entered 
upon the minutes of the board. and it shall be attested by the counter signature of the 
secretary of the board and by the seal of the institution 

The said contract shall be drawn in triplicate. And one copy of the same chal! be 
deposited in the office of the Board of State Commissioners of Public Charities 
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Sec. 13. All bids shall show the estimate cost of the work to be done of each descrip 
tion in detail and the trustees shall have the right and power, at their discretion, to 
accept bids for particular portions of the work if for advantage of the State; and all 
measurements and accounts as the work progresses shall show in detail the amount and 
character of the work for which payment is made. 

Sec, 14. No trustee or officer of said institution shall in any way be interested in 
said site or any contract for the erection of said buildings or furnishing any material 
for said buildings, or any furnishings therein or supplies for said institution; and if 
any such trustee or officer shall be so interested he shall be deemed guilty of a misde- 
meanor and on conviction thereof be fined in any sum not exceeding ten thousand 
dollars ($10.000.00). 


45th Assembly HOUSE—NO., 275. February, 1907. 
Introduced by Mr. Schermerhorn, February 13, 1907. a2 
Read by title, ordered printed and referred to Committee on Judiciary. 


A BILL 
For an act to amend Section fourteen (14) of “An Act in regard to Garnishment,” ap- 
proved March 9, 1872, in force July 1, 1872, as amended by act approved May 11, 
1901, in force July 1, 1901. 


Section 1. Be it enacted by the People of the State of Illinois, represented in the Gen- 
eral Assembly: That Section fourteen (14) of an act in regard to garnishment as 
amended by an act approved May 11, 1901, in force July 1, 1901, be and is hereby 
amended to read as follows: 

Sec. 14. The wages for service of a wage earner, who is the head of a family 
and residing with the same, to the amount of ten ($10.00) dollars per week shall be 
exempt from garnishment. All above the sum of ten ($10.00) dollars per week shall be 
liable to garnishment. 

Every employer shall pay to such wage earner such exempt wages not to exceed the 
sum of ten ($10.00) dollars per week of each week’s wages earned by him, when due, 
upon such wage earner making and delivering to his employer, his affidavit that he is 
such head of a family and residing with same, notwithstanding the service of any writ 
of garnishment upon his employer, and the surplus only above such exempt wages shall 
be held by such employer to abide the event of the garnishment suit. If the amount of 
wages subject to garnishment shall not equal the cost of the garnishment, whatever re- 
mains of cost shall be paid by tbe person bringing the garnishment proceedings, and 
judgment shall be entered therefor against him, and no judgment for any such deficiency, 
of cost shall go against the wage earner or the defendant. No employer so served with 
garnishment shall in any case be liable to answer for any amount not earned by the 
wage earner at the time of the service of the writ of the garnishment. Before bringing 
suit a demand in writing shall first be made upon the wage earner and the employer for 
the excess above the amount herein exempted, and a copy of such demand shall be left 
with him and the employer, having endorsed thereon the time of service, at least 
twenty-four hours previous to bringing such suit. Such notice shall be filed with the 
justice, or clerk of the court, with the manner and time of the service of same endorsed 
thereon, and the return duly sworn to before some officer authorized to administer oaths, 
before it shall be lawful to issue a summons in such case, or to require an employer to 
answer in any garnishee proceedings. Any judgment rendered without said demand bein, 
served upon the wage earner, and so proven and filed as aforesaid shall be void. The 
excess of wages shall be held by the employer, subject to garnishment by the creditor 
serving demand, for five (5) days after such service of demand 








